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ECONOMY IN PUBLIC HEALTH 
_ by Epcar SyDENSTRICKER 


CONOMY in public health is a phrase which is given two 
iw entirely opposite meanings. In this respect, public health 
shares with many other fields the ambiguity which 
attaches to the word “economy.” Some interpret economy to mean 
the reduction of appropriations (by federal, state, or local gov- 
ernments) for the support of specific public health procedures 
of proven value for no other reason than that appropriations for 
less vital purposes are being reduced. The other interpretation of 
economy calls for expenditure of appropriations to the end that 
the money should be used to the greatest possible advantage. The 
one is as surely false as the other is true. If economical appropria- 
tions are to be made, it is necessary to understand fully (1) the 
existing need for public health protection, and (2) the degree in 
which this protection actually can be afforded by effective public 
health administration and public health methods. 

The questions of false and true economy in public health take 
on a national significance because of the Social Security Act of 
August 14, 1935. “For the first time,” said Dr. E. L. Bishop in his 
presidential address at the 1935 meeting of the American Public 
Health Association, “the importance of public health protection 
as an element in national security has been fully recognized by 
expression of a national policy for the strengthening of state and 
local health agencies. Passage of the Social Security Act by the 
last Congress presents the public health profession of this country 
with the greatest opportunity to establish constructive programs 
of health service that has been given to any group in our history.” 
In another connection in the same address, Dr. Bishop pointed out 
that, “The establishment of a national health policy through pas- 
sage of the Social Security Act, together with the existence of at 
least the elementary facilities for the application of knowledge, 
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today places the public health profession of this country at the 
cross-roads of opportunity. If its fullest possibilities are to be real- 
ized, this turning point in our history must be met in the spirit 
of highest idealism.” 

Under the Social Security Act, authorization was made for fed- 
eral appropriations totaling $13,800,000° for federal public health 
services and grants-in-aid to the states for their public health 
activities. But, since the Congress was balked in the closing hours 
of its last session, by the filibuster of one Senator, in its inten- 
tion to appropriate money under this Act, the size of appro- 
priations under the Act will come up again for consideration at 
the session which begins in January, 1936. The Act itself author- 
izes but does not make appropriations. It may become an acute 
issue because of the pressure to reduce federal expenditures gen- 
erally along horizontal lines. In view of the general approval 
expressed for the public health provisions of the Act last summer, 
it may be assumed that the intended appropriations will be made 
and it is not unlikely that the increase in federal appropriations 
will be followed in many instances by increases in state and local 
appropriations for public health. This possibility raises the ques- 
tion also of how this additional money can be expended most 
effectively and therefore most economically. 


I 


The necessity for increased federal appropriations for public 
health was fully realized by the Committee on Economic Security, 


by the President and by the Congress, as evidenced in the Com- 


1 This total includes $8,000,000 for grants-in-aid to states through the United States 
Public Health Service, $3,800,000 through the Federal Children’s Bureau for maternal 
and child health, and $2,000,000 to the Public Health Service for research and additional 
personnel. This is exclusive of the $2,850,000 authorized in the Act for crippled children, 
including services and facilities for children suffering from conditions which lead to 
crippling, and $1,500,000 for child welfare in predominantly rural areas, although the 
public health values, both direct and indirect, of these services are clear and unequivocal. 
Sound provisions for unemployment compensation and old- -age security may be regarded 
as indirect measures for health maintenance, but the question of the soundness of the 
provisions for these purposes which were embodied in the Act is not germane to the 
subject under discussion here. 
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mittee’s report, the President’s message, and the action of the 
Congress itself. The members of the Committee’s staff to whom 
the subject of “Risks to Economic Security Arising Out of Iil 
Health,” was assigned, had proposed as a fundamental considera- 
tion that no program of dealing with these risks could be regarded 
in any sense as complete or effective without adequate provision 
of measures for the prevention of ill health. In presenting this view 
to the Committee, it was pointed out that the application of the 
sound principle of prevention in this instance should be viewed 
in the light of four broad considerations which may be stated 
briefly as follows: 


(1) Although one-third of the burden of preventable illness 
and premature death has been lifted in progressive communi- 
ties since modern :ublic health procedures were introduced, 
there is recognized opportunity for continued progress and 
wider application. Only a fraction of the population has bene- 
fitted to the fullest extent from the application of existing 
knowledge of disease prevention through public health pro- 
cedures of proven effectiveness. 

(2) The policy of leaving to localities and states the entire 
responsibility for providing even minimal public health facili- 
ties and services has failed in large measure. Only 21 per cent 
(75 counties and 102 cities) of counties and cities have thus 
far developed a personnel and service which can be rated as 
even a satisfactory minimum for the population and the 
existing problems. Only 540 out of 2,500 rural counties have 
even a skeleton health administration.” Yet the federal govern- 
ment has a definite constitutional responsibility for the pro- 
tection of all of the nation’s population against disease or other 

2 As of December 31, 1934. The following figures are from the United States Public 
Health Reports for November 1, 1935, p. 1553: 


Number of counties, townships, or districts having whole-time health services. 
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causes harmful to the public health. The responsibility of the 
federal government for national health is well established in 
the United States Public Health Service and in several other 
federal agencies such as the Children’s Bureau, the Bureau of 
the Census, the Office of Education, the Food and Drug Ad- 
ministration, the Bureau of Home Economics, and the Bureau 
of Animal Industry. 

(3) The precedent of federal aid to states for state health 
administration and local public health facilities has been estab- 
lished in various laws for grants-in-aid and in loans of technical 
personnel to states and localities. 

(4) Public health has been demonstrated as a sound eco- 
nomic investment. Public health authorities estimate on good 
evidence that our annual national economic loss in wage- 
earnings and in other items incident to preventable sickness 
directly attributable to lack of reasonably efficient rural health 
service alone is over one billion dollars. On the other hand 
where reasonably effective health programs have been de- 
veloped, it has been demonstrated that expenditures for care- 
fully planned health programs executed by trained workers 
yield large dividends. 


The necessity for federal aid in expanding existing health serv- 
ices throughout the country is further emphasized by the fact that 
the formerly inadequate appropriations by local, state, and national 
governments had been further reduced drastically in many local- 
ities during the depression. The experience of cities in 1934 showed 
that health budgets have been reduced on the average about 20 
per cent since 1931, reductions varying from one and two per cent 
to as high as 50 per cent. Where this reduction amounted to 30 per 
cent or more, practically complete break-downs of the public 
health protective facilities have resulted. The proposals for annual 
appropriations under the Social Security Act were purposely made 
modest for the reason that the Committee’s staff and its advisers 
recognized the necessity for slow and gradual, rather than hurried 
or sudden, expansion. Sufficient trained personnel, for example, 
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are not available to warrant the expenditure immediately of larger 
sums. In the interest of sound economy, the amount proposed for 
additional direct health work is therefore almost infinitesimally 
small in comparison with the tremendous sums which have been 
expended for more indirect methods of health conservation 
through relief, housing, and the like. Certainly the proposed 
public health expenditures are insignificant when compared with 
many other federal expenditures for purposes less vital to the 
well-being of the population. 

It was anticipated by the Committee’s staff that this proposed 
sum should not be curtailed by the kind of false economy already 
referred to. On the contrary, increasing appropriations on the part 
of the federal government for aiding the states and localities and 
providing health services were regarded as inevitable. If one may 
express a personal opinion or venture an estimate, I would say that 
within the next decade or so, federal appropriations for health 
services and health facilities should reach the sum of not less than 
50 cents per capita and perhaps as much as $1.00 per capita, in 
addition to state and local funds. Even this—say a minimum of 
$65,000,000—would be a relatively small investment in so priceless 
a thing as improved physical and mental health of the people who 
compose the nation. 


st 


Each health officer and individual interested in health should 
exert every influence he possesses to encourage adequate appro- 
priations on the part of federal, state, and local governments. It 
should be realized, however, that appropriations of public 
funds for public health place upon health authorities a very defi- 
nite responsibility for the effective use of the money. This respon- 
sibility has not always been adequately discharged in the past. For 
_ example, many years ago Dr. Charles V. Chapin, in Providence, 

Rhode Island, showed that the disinfection and fumigation of 





8 The Milbank Memorial Fund Quarterly 


houses in which cases of communicable disease had resided was a 
useless expenditure of public funds. Yet, in spite of this, the prac- 
tice of indiscriminate disinfection and fumigation was kept on, 
long after its worthlessness had been demonstrated. Over ten years 
ago, in an illuminating address on “Rendering Account in Public 
Health,”* Dr. W. H. Frost pointed out: 


As various lines of activity are suggested to him (the health 
officer) by contemporary practice or urged upon him by special 
propagandists it is his duty to consider what returns are to 
be expected from each one and to decide how much of his 
capital he will put into each one. Since his capital comes en- 
tirely from the public, it is reasonable to expect that he will 
be prepared to explain to the public his reasons for making 
each investment, and to give them some estimate of the returns 
which he expects. Nor can he consider it unreasonable if the 
public should wish to have an accounting from time to time, 
to know what returns are actually being received and how 
they check with the advance estimates which he has given 
them. Certainly any fiscal agent would expect to have his 
judgment thus checked and to gain or lose his clients’ con- 
fidence in proportion as his estimates were verified or not. 


The present writer, at about the same time, in an attempt to 
discuss methods of measuring results of public health work, 
observed that the necessity for rendering an account “is in line 
with the increasingly critical attitude on the part of sanitarians in 
appraising the effectiveness of their work.” I venture to quote the 
following from an earlier paper:* 


As the objectives of a social program such as the improve- 
ment of public health become more clearly defined, and as 
the methods of carrying out a program are improved, the 
more rigid must be the standards and the more accurate must 
be the means by which we must measure the efficacy of the 

8 Frost, W. H.: Rendering Account in Public Health. American Journal of Public 
Health, May, 1925, xv, No. 5, pp. 394-398. 


# Sydenstricker, Edgar: The Measurement of Public Health Work. Annual Report of 
the Milbank Memorial Fund for 1926. 
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program and the efficiency of the methods. No longer can 
the mere “putting over” of a project be regarded as the final 
test of success; for while undoubtedly it is an essential step 
in the accomplishment of a specific project, the final criterion 
is the ultimate result—the prevention of a given disease, the 
lessening of sickness and death from specific and related 
causes, and the promotion of health to a discernible degree. 


The necessity for the scientific evaluation of each specific public 
health procedure is greater now than ever before. This is true not 
merely because of the probability of increased appropriations for 
public health but also because a great deal of public health work 
has undergone a process of standardization. The more it becomes 
standardized, the more easily and, at the same time, the more 
rapidly can it be put into wider operation when the necessary 
financial support is available. If a given standard procedure is not 
a scientifically tested procedure, a definite and grave danger is 
involved. An uneconomical or ineffective procedure, for example, 
may, by the very process of standardization, be adopted by many 
communities with the result that its improvement or its eradica- 
tion would be all the more difficult for no other reason than its 
routinized application on a large scale. The appraisal form, for 
example, which has been developed carefully through many years 
of earnest and hard work, has undoubtedly rendered a service of 
tremendous value. It is a “yardstick” method for measuring public 
health work. The yardsticks it contains have not always been alto- 
gether accurately calibrated, however. Such a statement does not 
in any way place any blame upon those who have devised the 
yardsticks since the yardsticks represent the best opinion and ex- 
perience at the time. But unless the public health procedures such 
as are set forth in the appraisal form, or in textbooks on public 
health administration, or in standards set forth by official or non- 
official agencies, are continually put to the test of actual efficiency 
in accomplishing their specific objectives, we cannot be sure that 
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all of our present appropriations for public health are used to the 
best possible advantage. The Committee on Administrative Prac- 
tice of the American Public Health Association has, itself, recog- 
nized these dangers inherent in the establishment of standards, 
and has periodically reviewed the standards. Unfortunately, they 
have not always had available data by which they could evaluate 
the accomplishments of a procedure as much as the extent of its 
application. 

This is not idle nor destructively critical comment. By way of 
illustration, one may properly ask: What are the scientific bases 
or the actual experience upon which are based some of our public 
health standards? We call for eight visits of a public health nurse 
to each and every case of whooping cough. This standard, as is 
well known, is rarely measured up to and more than one health 
officer has asked himself the question: What evidence is there of 
prevention of mortality from or reduction in incidence of whoop- 
ing cough by eight visits rather than by four or two or one? Or 
again, school medical examinations have become so wide-spread 
and so routinized that they involve a not inconsiderable portion 
of the health budget. The health officer properly may have reason- 
able doubts as to the efficacy of school medical examinations as 
they are now carried out in practice. And so the entire list of public 
health procedures might well be viewed in the light of a healthy 
skepticism, not for the purpose of tearing down what has been 
so carefully set up, but for the purpose of improving the procedure 
itself. 

In the scheme of public health, therefore, it seems clear that 
this healthy skepticism should be met by providing facilities for 
scientific testing of most procedures now in operation and of each 
new procedure before it is put into operation on a wide scale, and of 
each standard by which the application of procedures is measured. A 
beginning has been made along these lines by some of the founda- 
tions interested in public health, by individual health officers here 
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and there who have the point of view which actuated Dr. Chapin 
for many years, and by the United States Public Health Service 
through the newly created Office of Studies of Public Health 
Methods as well as in the laboratories of the National Institute 
of Health. 

Since the Federal Public Health Service and the Federal Chil- 
dren’s Bureau are primarily charged with the responsibility 
(within certain prescribed limits) for allocating grants-in-aid to 
states, it is obviously necessary that these agencies should possess 
the facilities for the evaluation of the public health procedures 
for which the grants are to be made. The staff of the Committee 
on Economic Security had this function in mind when it proposed 
to the Committee that $2,000,000 additional should be appropri- 
ated to the Public Health Service for research and for additional 
personnel in order that the Service, through its own Division of 
Research, the National Institute of Health, and in cooperation 
with universities and other institutions, might undertake and en- 
courage the task of testing public health methods. If this rela- 
tively modest sum of $2,000,000 is seriously curtailed by the policy 
of horizontal cuts in appropriations, without regard to the im- 
portance of the purposes for which the appropriations should be 
made, one of the primary objectives of true economy in public 
health work will be hampered. Doubtless other agencies including 
foundations, universities, and local health departments, will con- 
tinue to contribute to the scientific evaluation of public health pro- 
cedures but the leadership and aid of the federal health agencies 
are greatly needed. 


Il 


Thus the public health profession and the Congress and the 
Administration have before them a problem of vital importance. 
It is a question of whether that type of false economy which has 
prevailed so long in federal expenditures for health shall be per- 
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sisted in, or whether true economy shall prevail at this time when, 
as Dr. Bishop has said, public health is “at the cross-roads of oppor- 
tunity.” The appropriations authorized in the Social Security Act 
are extremely modest. In the framing of this Act, careful con- 
sideration was given to the principles of true economy. The mem- 
bers of the staff of the Committee on Economic Security, to whom 
was assigned the general subject of health, estimated that not 
$14,000,000 but a minimum of $24,000,000 was needed to assist 
states and localities in providing even minimal health services of 
proven value. But in view of the lack of facilities and personnel 
and the time required to train personnel and provide facilities, the 
total amount proposed was scaled down by over 40 per cent in 
the interests of true economy. In other words, to use a phrase 
familiar in the making of budgets, there was no “padding” in the 
final estimate. A further reduction in the appropriations author- 
ized would seriously curtail the very modest and practical program 
proposed. Furthermore, it was intended by the Committee’s staff 
and its advisers that this program should be limited to federal aid 
for public health procedures of proven value. It was anticipated 
that larger appropriations would be made in succeeding years, as 
new procedures are found to be effective by scientific tests and 
by experience. 

Economy in public health, therefore, demands adequate appro- 
priations for providing health services of proven effectiveness in 
every locality according to its needs. It places a definite responsi- 
bility upon health authorities for efficient administration of funds 
appropriated. Efficient administration requires competent per- 
sonnel for carrying on such public health procedures as have been 
proven to be effective and adequate facilities for discovering, 
through research and experimentation, new procedures as well as 
improving existing ones by scientific methods. 





ADMINSTRATIVE AIDS TO RURAL 
HEALTH SERVICE* 


by C. L. ScAMMAN, M.D.” 


LL of us are interested either directly or indirectly in the 

An of public health administration. The chief 

concern of this paper is to outline methods and means 

of improving the quality of local health service and the adminis- 
trative tools by which this may be accomplished. 

*In at least three-fourths of the states of the Union, the county 
is the important unit of local government and our discussion is 
concerned chiefly with rural health service organized in county 
units, though the methods described are equally applicable to 
town unions, districts formed by combining small counties, or 
other units, even small cities. In 1934, there were 528 county 
health organizations in thirty-four states on a full-time basis with 
professionally trained personnel. The usual staff of a county health 
department consists of a medical health officer, one or more 
nurses, one or more sanitary inspectors, and one or more office 
assistants. The relationship of the state department of health to 
the county health department is fixed in each state by law and 
may be advisory or supervisory. The state usually pays a share of 
the cost of the local health service, in amounts varying from an 
almost insignificant percentage to more than half. Although the 
question of authority is at times important, the best results, most 
state health officers believe, occur where there is a fine spirit of 
cooperation and official and financial partnership between the 
state and local health authorities and a program. of procedure 


agreeable to both is voluntarily adopted. In the smaller state 


1 Presented before a joint session of the Canadian Public Health Association with the 
Ontario Health Officers’ Association and the Canadian Social Hygiene Council, Toronto, 
June 3, 1935, and republished by permission of the author and the Canadian Public 
Health Journal, August, 1935, pp. 367-372. 

2 Director, Division of Public Health, The Commonwealth Fund, New York. 

8U. S. Public Health Service: Public Health Bulletin No. 184 (Revised); Health 
Departments of States and Provinces of the United States and Canada. 
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health organizations responsibility for advising or directing local 
health service rests directly upon the state health officer. When it 
is possible for a state department to have four or five basic divi- 
sions, each with a competent director, the responsibility for super- 
vising local health services is delegated to one. Sixteen states at the 
present time have bureaus or divisions of county health work with 
a director in charge. In several states when the development of 
county health departments has made substantial headway, the 
counties are grouped into districts for administrative supervision. 
The district health officer plan, especially in the northeastern sec- 
tion of the country, until recently has been used primarily as an 
emergency arm of the state health department, concerned gen- 
erally with the investigation and control of epidemic disease. 

As has already been said, in 1934 there were in thirty-four 
states in the United States 528 full-time county health departments. 
In 1915, but fourteen of these were in existence following the 
establishment of the first county health department in 1911 in 
Yakima County, Washington. Beginning in 1915, several develop- 
ments took place, all of which had a very definite effect in improv- 
ing the procedures and quality of local health service. It is our 
purpose to outline briefly some of these implements which have 
been of such distinct value in this development. 

Every state health officer faced with the problem of the super- 
vision of from ten to thirty local health services, on a county or 
district basis, will agree that the following facts should be avail- 
able with regard to each health jurisdiction: 


The nature of the district under consideration with regard to 
area, number, density, age, and racial characteristics of the 
population, topography, climate, industry, and disease experi- 
ence, as well as any special problem peculiar to this particular 
territory. In those instances in which there already exists a local 
health organization, he should know the age of the program. 


The problems of personnel and their qualifications. 








en- 


our 
nts. 


the 


op- 
ov- 
our 
ave 


er- 
or 


ail- 





Administrative Aids to Rural Health Service 15 


The scope and provision of the state health laws and regu- 
lations relating to such an area. 
Exact knowledge of the extent and sources of financial 


support. 
THE APPRAISAL FORM FOR RURAL HEALTH WORK 


With these facts determined, thought should be given to pro- 
viding for local health service periodic administrative and tech- 
nical guidance as well as assistance in the handling of special 
problems by the state authority. In this connection it would seem 
desirable to have the essential elements of local health practice 
reasonably well standardized and set up in the form of a manual 
of administrative procedures. Similarly, a record system should 
be planned which would make possible comparative studies of 
work in one local health department with that of another. It is my 
opinion that regular surveys and appraisals of local health juris- 
diction at regular intervals by the staff of the state health depart- 
ment are essential to the maintenance of balanced program and 
improved performance. 

In 1915, Chapin set up a percentage scheme for rating his own 
health activities which, as he said, indicated by means of figures 
their relative values. In 1925, the city appraisal form was set up 
by a committee of the American Public Health Association; and, 
in 1927, a parallel form of appraisal standards was set up by the 
same association for rural areas. In both instances the standards 
are based on actual accomplishment by a number of city and 
county departments. The ten activities scored are (1) vital sta- 
tistics, (2) communicable disease, (3) venereal disease, (4) tuber- 
culosis, (5) maternity hygiene, (6) infant hygiene, (7) preschool 
hygiene, (8) school hygiene, (9) general sanitation, and (10) 
control of food and milk, representing in total a thousand points. 
For example, under communicable disease control the following 
items are considered: reporting, diagnostic service, case investiga- 
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tion and recording, health department supervision, immuniza- 
tion, laboratory service, and community education—representing 
a total score for the communicable disease bracket of 100 points. 
The value of the ratings against the different functional activities 
is perhaps only an approximation, but it represents group judg- 
ment and is far better than pure guesswork, for it tells the health 
officer what needs to be done, and he can see for himself as well 
as show others. 

Prior to the appearance of the appraisal form, many of us sat 
in our chairs and favored this or that line of activity, according 
to the pressure being brought upon us at the moment, or because 
of an address or article we had recently read, or as the particular 
fashion of the hour dictated. 

When an appraisal takes place in his county, the health officer 
has an immediate appreciation of the value of records, discovers 
the lack of balance in his program due no doubt to a particular 
personal interest which he has developed for some functional 
activity, for example, child hygiene or venereal disease, and finds 
that the more he uses the appraisal the more he can define with 
some significance the worth while procedures undertaken. The 
appraisal when properly used becomes in fact an objective tool 
for intelligent supervision. 


FIELD TECHNICAL SERVICE 


To assure supervision which would result in such well-balanced 
programs in each area and a reasonably uniform program 
throughout the state, Tennessee in 1930 under Dr. Bishop’s direc- 
tion, and Mississippi in 1931 under Dr. Underwood’s guidance, 
have set up a field unit or field technical service which operates 
out of the central office. This unit acts in an advisory capacity in 
technical public health procedures and assists the local depart- 
ment, but has no administrative authority delegated to it except in 
unusual circumstances. In other words, the effectiveness of the 
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unit depends on the ability of its staff to demonstrate the advan- 
tages of approved technical procedures which are recommended. 

Its personnel consists of a medical health officer, with actual 
field experience as a local health officer plus at least a year’s train- 
ing in a school of public health. In addition, this individual has 
tact and diplomacy, and the ability to get things done. 

The second member of the staff is a nurse who has had super- 
visory or assistant supervisory experience in a local health depart- 
ment and who appreciates to the fullest extent the qualitative 
characteristics of nursing visits, their content, as well as the quan- 
titative measure of a nursing job. 

The third member of the staff is a sanitation officer, preferably 
with the training of a sanitary engineer, although this training 
is not a sine qua non provided the individual is familiar with the 
problems of sanitation in the area and has demonstrated in a 
local jurisdiction ability to get results in this field. 

The fourth member of the staff is the field clerk, whose job it 
is to advise and assist the local clerical staff in the proper handling 
and filing of records. 

In addition to the annual appraisal of the local department, the 
director of the field unit goes over with the health officer the local 
services, aids the health officer in determining the most important 
problems in the area under consideration, discusses present and 
future plans, and suggests methods of accomplishment. He calls 
the local health officer’s attention, for example, to the number of 
defects found in the examination of school children and makes 
the important point that in spite of the time and money spent on 
discovering these defects a very small percentage of them has 
been corrected. He relates these facts to the number of nursing 
visits to school children. He or his nursing assistant discusses the 
number of visits made by the nurse or nurses and sets up a quota 
in the severai functional fields to be followed, depending of course 
on the problems to be met. 
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Records are studied with regard to their proper interpretation; 
budgets are considered with relation to the job in hand, and are 
planned with thought as to the amount of money available and 
the work to be accomplished. 

Technical demonstrations are put on by the director of the field 
unit with the aid of the field unit nurse, covering such things as 
the proper plan and procedure to be followed in infant and pre- 
school conferences, prenatal conferences, and immunization 
clinics. Efforts are made to interest the health officer and his nurs- 
ing staff in the investigation of the source and mode of infection 
in acute communicable disease. 

The field unit nurse, after studying the quantity and quality of 
service rendered by each local nurse, makes home visits with her 
to observe the effectiveness of nursing teaching and to demon- 
strate methods. She also visits clinics with the local nurse and in 
every manner possible raises the level of the quality and quantity 
of nursing performance. 

Similar efforts are made by the sanitation officer, first in deter- 
mining the local problems and then in planning the job with the 
local sanitation officer, in order that a sound program may be 
pushed forward from month to month and year to year with the 
proper recording of facts and accomplishments. The actual pres- 
ence of a representative of the state health department in a local 
jurisdiction often lends sufficient prestige to the local sanitation 
officer to bring about immediate compliance with a rule or regu- 
lation. For example, an incorrigible milk dealer who has been 
found by the local sanitation officer exceedingly difficult to handle 
has been brought into line by the mere presence of a state official 
in the area. 

The field clerk sees that each local department follows the pro- 
cedures laid down by the record manual, and stimulates the local 
clerical staff to wring from each set of records the important 
factual information. 
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Visits to the local area by members of the field unit staff are 
scheduled in advance through the director of county health work 
and are usually on an individual basis. But each member of the 
field unit at the end of each visit in the area of from several days 
to a week discusses with the local health officer his or her recom- 
mendations and in addition makes a formal memorandum of 
the visit with detailed observations to the director of county health 
work through the field unit director. A copy of the memorandum 
is left with the local health officer in the area. 

Once a month, as a rule, the field unit staff as a group confers 
with the director of county health work with regard to the local 
health departments visited. 

After study of the field unit reports the director of county health 
work, with the approval of the state health officer, sets in motion 
the machinery which will furnish the local health officer with 
any help needed. This aid is furnished by any one of the several 
bureaus or divisions in the state health department, such as vital 
statistics, engineering, child hygiene, or communicable disease. If 
aid is needed from sources outside the state health department, 
such as the state or federal department of agriculture, for example, 
the director of county health work in his position as deputy com- 
missioner of health makes the necessary contact. 

Field unit reports of visits to local health departments are filed 
and made available to all bureau and division directors. Copies of 
all pertinent reports with regard to local health service are carried 
by the field unit staff when revisits are made to a particular area. 
This enables the staff to check on progress made and prevents 
unnecessary duplication of effort as well as ensuring continued 
service with a definite purpose in mind. In other words, it reduces 
to a minimum the number of casual and unproductive visits by 
members of the state health department staff. 

The whole spirit of the field unit is one of efficiency, of authori- 
tative knowledge, of skill and thought in the several functional 











20 The Milbank Memorial Fund Quarterly 


fields, which brings to each health officer not only a high-grade 
advisory service but a very personal and sympathetic contact at 
regular intervals between the state department and the local health 
officer and his staff. Such a field unit not only brings the policies 
of the central office to the attention of the local health officer, but 
gathers from the several local health departments ideas with 
regard to variety and methods of procedure in the several fields, 
the best of which the field unit in turn transmits, as it goes about, 
to other local departments to their advantage. 

Various specialized technical services have been and are being 
offered in several fields by state health departments; one of the 
most notable perhaps is that of a field diagnostic tuberculosis 
service which, with the aid of portable X-ray equipment, a tech- 
nician, and a well-qualified diagnostician, brings to the rural area 
and to the practising physician high-grade service which makes 
possible the early and expert diagnosis of cases and examination 
of contacts. 

THE EPIDEMIOLOGICAL UNIT 

In order to give impetus to and create greater interest in epi- 
demiology on the part of the local health officer and his staff, a 
specialized service in this field is being carried on in Mississippi. 

The personnel of this service is made up of a medical director, 
a nurse, and a bacteriologist. The first two of these individuals, in 
addition to their basic experience in public health, have had 
special training in the investigation of and the institution of con- 
trol measures for acute communicable diseases. These two indi- 
viduals visit a county together for a period of from two to four 
months, during which time they work with the local health 
department staff. They devote their efforts to teaching the local 
health workers the principles of field epidemiology, placing par- 
ticular emphasis on the investigation of sources and modes of 
infection, and the importance of accurate and complete records, 
the effective follow-up of cases and contacts, and the several pos- 
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sible channels of spread. Practising physicians are contacted. They 
are told of the importance of early diagnosis and consultation in 
any case of suspected communicable disease. They are informed 
of the services which the local and state health departments pro- 
vide for their use in the way of diagnostic service, of vaccines and 
sera, and in laboratory services. 

The bacteriologist with the unit is located in the central labo- 
ratory where she examines specimens sent in from the counties in 
which the epidemiological unit is working. In addition she is con- 
cerned with improving the various procedures having to do with 
a particular type of specimen from the time it is secured in the 
field, through its transmission to the laboratory, the technical 
examinations therein, to the final report of findings. 

In short, the epidemiological unit makes a particular effort to 
coordinate, insofar as it is possible, all the factors, both of per- 
sonnel and of services, which play a part in making effective the 
prevention and control of communicable disease. This type of 
service to a local health unit is analogous to that offered by the 
field unit mentioned above and after it has accomplished its pur- 
pose, namely to raise the level of epidemiological interest and 
activity to a point justified by its importance, it should logically 
become the continuing responsibility of the field unit or field 
technical service. 

In addition to aids already mentioned, specialized services have 
been offered by state health departments in the setting up of 
venereal disease clinics and in diagnostic services primarily in con- 
nection with widespread or severe outbreaks of some particular 
type of communicable disease such as acute anterior poliomyelitis, 
Meningococci meningitis, pneumonia, et cetera, although these 
are ordinarily of a temporary nature. Various other specialized 
services, usually not available locally, have been set up from time 
to time in other fields, such as diagnostic orthopaedic service for 
crippled children, dental, and other services which will occur to 
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you, including diagnostic clinical service for chronic diseases, 
especially cancer. 

In conclusion, several administrative aids have been discussed 
as tools for the improvement of local health service. Among those 
which have been emphasized as especially useful in states with 
local, county, or district health units are (1) the appraisal form 
for rural health work, (2) the field unit or field technical service, 
and (3) the epidemiological unit. 
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MEASURING HEALTH NEEDS IN AN 
URBAN DISTRICT* 


by Dorotny G. WiEHL 
INTRODUCTION 


N evaluation of the public health services in a community 
A= be approached in at least three different ways. First, 
there is the most common method of measurement 
which is based on quantitative indices of the volume of service 
and a comparison of these with certain yardsticks or standards of 
service believed to be reasonably adequate for the average com- 
munity when the population, death rates, and reported incidence 
of communicable diseases are taken into account. This is termed 
the appraisal of health activities according to the standard set forth 
in the “appraisal form.” A second quantitative approach to the 
adequacy of the various types of health activities in a specific 
community may be based on the determination of the extent 
of health needs of individuals and families and the extent to which 
these needs have been met. A third method of evaluation is to 
study the quality of the particular services rendered. The last 
involves more a critical appraisal of the techniques and practices 
used in carrying on specific activities and of the results or effective- 
ness of the services rendered. For a complete evaluation of the 
health services in a community, obviously they should be studied 
from both the quantitative and qualitative point of view. 

The present paper reports on an experiment in applying the 
second method of evaluating quantitatively the adequacy of 
health activities. An attempt has been made to assemble data on the 
extent of certain health problems for a sample population in a 
single health district in New York City and to study the nature 


1 From the Milbank Memorial Fund. This is the first in a series of articles reporting 
on a survey in the Mott Haven Health District. The adequacy of services in relation 
to specific problems will be considered in the next paper which will be published in 
the April Quarterly. 
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and amount of service provided for them. Only the activities of | 
the Health Department of the direct, personal type for the pre- | 
vention of disease and promotion of health are considered. Such | 
activities are a major function of the modern health department | 
and many public health nurses and physicians provide educational, 
preventive, diagnostic, and corrective services for the promotion 

of maternal, infant, and child health and the control of tubercu- 

losis and other communicable diseases. An evaluation of the extent 

to which this part of the health program is adequate should con- 

sider all evidence on the prevalence of health problems in a spe- 

cific community and the record of services provided by the Health 
Department or others to meet these health needs. Some measure 

Hi of the relation of the services rendered to the actual need is of 

| especial value when the community under consideration is a poor 

Hi district in a metropolitan area for which such indices as infant 

and tuberculosis mortality show the need of preventive health 

) service to be relatively great. 

This problem of determining the extent of unmet needs for 

| health services was made the subject of a special investigation in 

| 





the Mott Haven Health District of New York City in 1932.’ This 
district was not at that time organized for district administration 
of health services and was typical probably of most districts in 
| New York City in which no intensive program was being carried 
on with the aid of non-official agencies. A survey was made of 
| about one thousand families during the latter half of 1932 to 
i collect data which would reveal the extent of preventive and edu- 
| cational health services among them, the extent of neglected health 
| 

} 

| 





| problems, the amount of ill health and medical care received, and 
‘I other relevant facts concerning the economic and environmental 
) conditions of the families. The study was undertaken as an experi- 


| 2 This investigation supplemented other studies conducted by the Committee on 
Neighborhood Health Development, members of the research staff of the Milbank 

| Fund and several specialists who collaborated on special phases of the studies in 

ih connection with the preparation of a program for organizing the health activities on 

a district basis to bring the services closer to the needs of specific neighborhoods. 

i 

{ 

| 
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ment in measuring the adequacy of the public health activities; 
to provide data which could be used in guiding the development 
of a more adequate program; and also to afford a base line against 
which improvements in the service under the recently inaugurated 
District Health Administration in Mott Haven could be measured 
at a later date. 

DATA COLLECTED 


A home visit to each family in this study was made by an in- 
vestigator who obtained a complete roster of the family with age 
of each member and the place of birth, education, and religion of 
the husband and wife in the family. The approximate earnings 
and type of work of each employed person during the twelve 
months preceding the investigator’s visit were recorded and also 
recent changes in employment or rate of pay. The housing data 
obtained included the monthly rental, number of rooms, kind of 
heat, toilet and bath facilities, and length of residence at present 
address. 

The informant was asked specifically if any public health nurse 
had called and, if so, for what purpose; if any member of the 
family had attended a health department clinic; and if the family 
had been notified of any health condition in a child of school age 
which should receive attention and, if so, what had been done 
about it. For every child, the investigator inquired as to whether 
it had been vaccinated against smallpox and immunized against 
diphtheria and by whom. Illnesses during the previous twelve 
months and any medical or nursing care received were asked for 
and a record taken of the source of such care, whether from a 
private physician, a hospital clinic, the health department, or other 
agency.” 

The names of all families in the survey, not just those who had 


8It was not expected that a complete record of illness and medical care could be 
obtained for as long a period as a year. Most of the prolonged or serious illnesses would 
be remembered and it is believed that the record of children’s communicable diseases 
is fairly complete. 
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reported some health service, were checked against the records 
of service on file at the Health Department clinics, at the schools 
on the medical examination cards or on the nurses’ records, and 
in the office of the Henry Street Visiting Nurse Service. Records 
at the hospital clinics and the dental and eye treatment clinics in 
the public schools were not checked, the family statement being 
accepted for the medical care received. 


REPRESENTATIVENESS OF THE FAMILIES STUDIED 


An effort was made to visit an unselected sample of families 
which would be well scattered over the entire Mott Haven district. 
Since the district contained 56,913 families according to the 1930 
Census, the 1,049 families visited were slightly less than two per 
cent of the total. The general plan followed was to canvass about 
two per cent of the families in each of the 39 Census tracts which 
had from 50 to 3,665 families. Obviously not all blocks or even 
neighborhoods could be sampled, but in tracts with a large num- 
ber of families those visited were scattered in different blocks and 
districts within the tract to provide a few families from the various 
types of homes. The final count of completed schedules grouped 
according to health areas, a combination of Census tracts with 
approximately 25,000 population, showed that the per cent of 
families visited in some areas varied considerably from the two 
per cent average, as may be seen in Table 1. Nevertheless, the 
families in the study are reasonably well distributed and all types 
of neighborhoods are represented. 

Some evidence of the extent to which the sample may be con- 


Table 1. Percentage of families in each health area of the Mott Haven district 
which is included in the surveyed sample. 
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sidered representative of the district as a whole is afforded by 
the distribution of the families according to monthly rental and 
nativity. Since health services for one year were to be considered, 
it has seemed best to base this study on the families which resided 
within the Mott Haven district throughout the period. There were 
$01 such families. Comparison of these families with data from the 
United States Census for the entire Mott Haven district indicates 
that the proportion of families in the rental class of $50 or more 
per month and the proportion of Russian and Polish families, 
most of whom are Jewish, are both smaller than in the district 
as a whole.‘ In other words, our sample contains less than a repre- 


sentative proportion of the higher economic group of Russian 


4Monthly rentals and ownership of homes are the only data indicative of the 
economic status of families available for both the survey sample and the entire dis- 
trict. From the United States Census, rental data for the district as of 1930 are 
available while rentals for the survey sample are for 1932, but rents had declined 
during these two years. From the Real Property Inventory, a distribution of rents for 
the district is available for 1934, but a further general decline had taken place by 
this date. Therefore, the rentals at the time of the survey would fall in between those 
for which district data are available. The distributions of rentals from these several 
sources are shown below, and it is apparent that the sample has a smaller proportion 
of families paying $50 or more per month than would be typical for the health district. 


Distribution according to tenure and monthly rental of families in the su and 
of all families in the Mott Haven Health District. shied 

















SuRVEY SAMPLE Mott Haven HEALTH DistRIcT 
TENURE AND United States | Real Property 
MONTHLY RENTAL Census, 1930 | Inventory, 1934 
Number Per Cent Per Cent Per Cent 

TOTAL 801 100.0 100.0 100.0 
Owned homes 14 1.7 5.6 5.1 
Rented homes 787 98.3 94.4 94.9 

By Rental for 

Rented Homes! 
TOTAL 725 100.0 100.0 "700.0 
Less than $10 ° 0.0 o3 8 
$10—$19.99 17 2.3 2.3 8.2 
$20—$29.90 228 31.4 12.3 31.6 
$30—$49.90 458 63.2 57.5 $1.7 
$50—$74.99 22 3.0 23.5 6.5 
$75 or more ° 0.0 4.2 1.2 




















1Excludes 15 families in the survey sample with unknown rental and 47 families 
who gave janitor service for rental. 
(Continued on page 28) 

















28 The Milbank Memorial Fund Quarterly 


and Polish families. The Italian families, on the other hand, make 
up a slightly larger portion of the sample than is typical of the 
district. Our sample, however, seems reasonably typical of the 
75 to 85 per cent of families in the Mott Haven district which in 
1932 were paying less than $50 per month. 

The age distribution, as shown in Table 2, was somewhat 
younger for the surveyed population than that of the entire district. 
The relatively high proportion of school children and younger 
children would tend to increase the chances of a family having 
some public health service. For this reason, and because of the 
small number of high-income families in the sample, the amount 
of health care reported for these families is no doubt a maximum 
and probably somewhat higher than an average for all types of 
families in the district. 

The percentage distribution for the sample according to color and place of birth 
of the family heads is compared with that given by the Census for the entire district 
in the following table. A marked similarity will be noted but some differences appear 
too. The principal significant difference is that, in the survey sample, a smaller pro- 
portion of the heads of households were born in Russia or Poland and a larger pro- 
portion in Italy. Examination of data on nativity for specific health areas reveals that 
in Health Area 43, Russian and Polish family heads formed 42.6 per cent of the total 
or nearly twice the average percentage for the district and this area (Table 1) con- 
tributed relatively few families to the sample. It is also an area with a relatively large 
percentage of families paying high rents. On the other hand, Health Areas 38 and 
39, where a normal proportion of the families were visited, contain the principal 


Italian districts and in Area 38 a disproportionately large number of Italian families 
were canvassed. 


Percentage distribution according to color and nativity of heads of families in the 
survey and of all families in the Mott Haven Health District. 














Chieti siinsiilaiiiniaia Sunver SaMrue Mott — . S. CENsus 
or HEAD oF Famr y 
Number Per Cent Per Cent 

TOTAL FAMILIES 801 100.0 100.0 
White (Total)? 781 97.5 98.6 
Native-born 253 31.6 29.8 
Foreign-born 524 65.4 68.8 
Russia-Poland 123 15.4 23.5 
Italy 127 15.9 9.6 
Ireland 717 9.6 8.0 
Germany 64 8.0 7.8 
All other 133 16.6 19.9 
Negro and other colored 20 2.5 1.4 

















2Includes four families with place of birth unknown for head of family. 
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Survey Sample | U.S. Census 1930 HEALTH FACILITIES 
Age Grou ‘ 
BemmnP | Number |PerCent| Per Cent The Health Depart 
ment maintained two Ba- 
Ald some ay | ee is by Health Stations in the 
Under 5 years 37 10.5 oe Mott Haven district in 
5-14 59 24.1 17. 

15-24 650 | 18.3 20.1 1931 and 1932, one pre- 
25-44 1,100 | 30.9 34-4 natal clinic and a tuber- 
45-64 §00 14.1 16.3 R aie 5 
65 and over 7% | 2s 3.2 culosis clinic. The public 
Unknown 30 | e+e prs health nursing service 





pie = Ae; SerSuc of prion x was specialized, that is, 

Health District according to the 1930 Census. different nurses were re- 
sponsible for the infant supervision, tuberculosis care, communi- 
cable disease follow-up, and school child service. When one of 
these nurses went into a home, she limited her attention to the 
health problem which had been the cause for making a home 
contact. In addition to these health education and supervisory 
services, the Health Department operated dental clinics for school 
children in six schools and an eye clinic in one school. There was 
also a special clinic for the examination of food handlers. 

The principal preventive health services offered by private 
agencies in the district were those given by the Henry Street 
Nursing Service which had a district office in Mott Haven and 
operated a Baby Health Station. The Henry Street nurses gave 
general health instruction in the homes in addition to giving 
home nursing care for morbidity. 

One City hospital and one private hospital in the district pro- 
vided clinics for prenatal and postpartum care and infant clinics 
for mothers delivered in the hospital. Both also had out-patient 
clinics for most types of medical care. | 


I. EXTENT OF SERVICE TO FAMILIES 


There were 77 families, or 9.6 per cent of the 801 families, 
which had received some direct service from the Health Depart- 
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‘ment, either from a public health nurse in the home or from a 
physician or nurse in a clinic, during the twelve-month period 
prior to the investigator’s visit.” This does not include the health 
examination of school children® nor the immunization of children 
against smallpox and diphtheria. 

The specific health problems which received attention during 
the year are shown in Table 3. Physical defects of school children 
were the most frequent problem and 5.0 per cent of all families 
in the study, or more than one-half of those receiving any service, 
had supervision from the Health Department because of some 
defect which needed correction. The second largest group of 
families with service was comprised of those with an infant for 
which instruction was given on feeding and other hygiene mat- 
ters; 2.6 per cent of all families received this service. There were 
nine families, or 1.1 per cent, which came to the attention of the 
Health Department because of tuberculosis. Other health prob- 
lems, including communicable diseases, health examinations, and 
anti-rabies treatment, were the cause of service to one per cent of 
the families in the survey. No family reported any attendance at 
the Health Department prenatal clinic. 

The general nature of the service, whether a home visit by the 
public health nurse or attendance at one of the clinics, is indicated 
in Table 3 for each type of health problem. When infant hygiene 


5In general, the informant’s statement of service was accepted, even if the record 
of service was not located, when the information was sufficiently specific to give reason- 
able evidence that the service was received within the period under consideration. 
A very few reported services were discarded, particularly those of nurses’ home visits 
to school children when the record on file showed no visit for this period. At most, 
the reported services not counted would add less than one per cent to the proportion 
of families receiving service. 

6 There were 112 families, or 14 per cent of the total, which had had one or more 
children examined by the school physician during the year; 78 of them had had no 
other service from the Health Department. Medical examinations of school children 
are now required by law and the routine followed in New York City is to examine 
those in certain grades each year. Since this service definitely is provided for all, 
there is no question of the extent to which the population is reached; the quality and 
effectiveness of the examination, and efficiency of administration are the points of interest 
for appraisal. However, these examinations reveal to the public health nurse many health 
problems among the school population and the services rendered in caring for these 
will be discussed. 
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Famivies wits Specirizp Type 
Per Cent or| Numser ov Senvecs 
Heatto Prositem FAMILIES IN OF Home Visit 


Survey | Famuzizs Clinic | Clinic and 
““—" Visit Only |Home Visit 








TOTAL FAMILIES WITH 
SERVICE 9.6 77} 41 19} 17 








Defect of school child 5.0 40 35 4 I 
Infant hygiene 2.6 21 ° 9 12 
Tuberculosis, definite or 

suspected 1.1 9 I 4 4 
Communicable disease 6 5 5 ° ° 
Health examination— 

adult FS 2 ° 2 ° 
Anti-rabies treatment I ° I ° 

















1QOne family had supervision for both tuberculosis and infant hygiene and is 
counted only once in the total; it had clinic service only for tu osis but the 
infant had both home nursing visits and clinic visits. 


Table 3. Number and per cent of the 801 families in the survey which had 
service for various health problems and number with clinic and nursing service 
in a twelve-month period in the Mott Haven District, 1931-1932. 


or tuberculosis is the problem, both clinic and nursing service 
usually are given, and the major part of both the educational and 
supervisory service is provided at the clinic. Both types of service 
were rendered to no other families in this series with the single 
exception of one which was visited by a school nurse for the cor- 
rection of a defect of vision in a school child who was later cared 
for at the school clinic. 

Only one family had had any supervision for more than one 
health problem. The infrequent occurrence of service for more 
than one problem in the same family suggests that the nurses in 
the district, who are on a specialized service, failed to utilize a 
home visit for a specific problem as a case-finding opportunity 
and to refer other health problems in the family for attention. 

Since most of the health services rendered related to child 
health, the age composition of the family influences the proba- 
bility of its receiving some preventive service. There were 543 

























































32 The Milbank Memorial Fund Quarterly 


families with children under 15 years of age in this sample and 
74 of the families with service were in this group. Thus, 13.6 per 
cent of the families with children had service from the Health De- 


partment in the twelve- Table 4. Number of times a public health 


; nurse visited a family or some member of a 
month period. family visited a clinic in a twelve-month 
Volume of Service. period in Mott Haven district, 1931-1932. 


Health Department nurs- Number of | Home Visits | Visits to Health 
es made one hundred Visits by Nurse | Department Clinic 
visits to the homes of the any wumssr 54 20 














54 families whose record | “" ; 
of service could be lo 3 6 3 
2 I 

cated, or an average of 3 x ° 
es ° 6-10 I 6 

1.9 visits per family. Only ts; . 6 














ten of the 54 families 
were visited more than twice (Table 4). 

For the 20 families whose records of service at either an infant 
clinic or tuberculosis clinic were available, the total visits to clinic’ 
were 162, as shown in Table 4. The clinic record could not be 
found for 7 of the 21 infants reported as having been registered 
at a Health Department clinic, and it is possible that these had 
made only one or two visits, and that, if these records could be 
included, they would reduce the average number of visits per 
family. However, it is apparent that repeated visits to the clinic 
were made by most of those who used this service, and 12 of the 
20 families had had from 6 to 21 contacts with a nurse or physician 
at a Health Department clinic. 

Service According to Economic Status. With less than 10 per 
cent of the families having either clinic service or home instruc- 
tion by a public health nurse, it is interesting to see from what 
economic groups these families were drawn. In Table 5, the 
families have been grouped in three income classes as follows: 


7 Visits to clinic were counted on a family basis and are the number of different 
occasions on which one or more members of the family attended the clinic. 
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Eco Tora ALL Derscr we r (ComMuNI- 
rag Fairies | Hearts jor ScHoor H ‘ANT | *UBERCU-) ste | OTHER 
— URVEYED|PROBLEMS| CHILD —, oe Disease 
NUMBER OF FAMILIES 
Relief 123 20 10 6 3 I ° 
Poor 323 35 15 Ir 5 3 I 
Moderate 224 15 10 4 1} ° I 
Unknown 131 7 5 ° ° i I 








PER CENT OF FAMILIES 


























Relief 16.3 8.1 4-9 2.4 8 ° 
Poor 10.5 4-7 3-4 1.5 9 ° 
Moderate 6.7 45 1.8 4 ° 4 
Unknown 533 3.8 ° ° 8 8 








1 This family is included also in the infant hygiene group. 


Table 5. Per cent of families in specific income groups which had service from 
the Health Department in Mott Haven Health District during a twelve-month 
period, 1931-1932. 


“relief families” including all those receiving welfare aid for any 
part of the twelve-month period; “poor” including families with 
up to $1,400 income; and “moderate” including all with a reported 
income of $1,400 or more. Among families which had had wel- 
fare assistance, the per cent receiving some health service was 16.3 
compared with 10.5 per cent for the “poor” families and 6.7 per 
cent for the higher income families. 

The need of relief families and those with marginal incomes 
for instruction and assistance in providing adequate health super- 
vision for their children is too well known to require objective 
evidence. The proportion of families with children which received 
any health supervision is shown in Table 6. Even among the most 
underprivileged group, more than four-fifths of the families with 
children had no service from the Health Department. 

Services from Private Agencies. The instructive health super- 
vision given by the Henry Street Nursing Service in this district 


8 The income data was by no means exact and for 268 families no approximate 
annual income was computed, but the record of unemployment, type of work, et cetera, 
permitted us to classify 157 of them in either the poor or moderate group. It is believed 
that, of the remaining 131 families, nearly all belong in the moderate group as the 
distribution of the rentals for these families corresponds closely to that of the mod- 
erate group. 
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Famiiies wir CHILDREN UNDER 15 YEARS OF AGE 











Economic T Received Clinic or Nursing Health Supervision 
Sratus otal 
Families Number of Families | Per Cent of Total 
Relief families 100 19 19.0 
Poor 194 33 17.0 
Moderate 159 15 9-4 
Unknown go 7 7:8 

















Table 6. Per cent of families in which there was one or more children who 
had Health Department service in a twelve-month period according to economic 
status of families, Mott Haven district, 1931-1932. 


related almost entirely to the supervision of maternity patients 
and a complete program of prenatal, postpartum, and new-born 
infant care was provided. There were 26 families in our survey 
which reported either maternity or infant care or both from a 
Henry Street nurse in the twelve-month period, and only three 
which reported supervision for other health problems,’ making a 
total of 29, or 3.6 per cent, of the 801 families in the study. 

Since 7 of the 29 families under Henry Street supervision also 
had had some Health Department service, there were 22 families 
with health supervision in addition to the 77 reached by some 
Health Department activity. Therefore the total number of 
families with some instructive or corrective health care was 99, 
or 12.4 per cent of all families in the survey. 

Prenatal clinics conducted by the two hospitals in the district 
and by several hospitals outside the district gave medical care to 
20 mothers who bore a child during the twelve-month period 
included in this study. Although this care is a preventive service, 
it does not make the supplementary instructive and home service 
of the official or voluntary agencies unnecessary. 


COMPARISON WITH OTHER AREAS 


Data are available from a similar study of a small sample of 
families living in the low-rental sections of the Bellevue-Yorkville 


® Bedside care for morbidity has not been included when that was the only service; 
16 families reported this type of care. 
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Health District of New York City where a health demonstration 
under the auspices of the City Department of Health and with 
the cooperation of a number of private agencies had been in 
progress for several years. Families were visited in 1932 wholly at 
random and exactly the same information was obtained as in the 
Mott Haven district. Of the 156 families for which preliminary 
tabulations have been made, only 4 paid more than $40 a month 
rent and the sample seems roughly comparable, therefore, with 
the “relief” and “poor” groups in the Mott Haven study. 

In Bellevue-Yorkville, the per cent of families reporting health 
service from a Health Department clinic or nurse was 39.1 as 
against 9.6 in Mott Haven for all families, and 12.3 for the two 
low-income groups."° When the comparison is made on the basis 
of families with one or more children, we find that 55.5 per cent 
of such families had had service as against 17.7 in Mott Haven. 
In other words, more than three times as many families in every 
one hundred low-income families had health supervision in 
Bellevue-Yorkville as in Mott Haven. 

A further comparison may be made with Syracuse, New York, 
for which a study of the extent of service to families according to 
income has been published.” Here it was found that 49.1 per cent 
of families classed by the investigator as “poor” or “very poor” 
and with one or more children had had clinic or home supervision 
by the public health nurse. This figure includes some maternity 
service but the number of families out of a random sample with 
this type of service in one year is very small. 

It seems evident from these general data that the amount of 
service provided in the Mott Haven district was insufficient to 
supply more than a very small part of the population with any 


10 The services included for the two areas are comparable but some types of service 
included for Bellevue-Yorkville were not in the Mott Haven program, as, for example, 
preschool clinics. Prenatal and maternity services in both areas were furnished by 
private agencies, and more well-baby clinics and nursing supervision were available 
in addition to the Health Department’s services in Bellevue-Yorkville than in Mott Haven. 

11 Randall, Marian G.: Health Department Nursing Service for Urban Families. 
Milbank Memorial Fund Quarterly, January, 1934, xii, No. 1, p. 75. 
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kind of health service. So large a proportion of the families in the 
district are either very poor or on very marginal incomes that a 
large volume of service would be required to enable the Health 
Department to extend its activities for the prevention of disease 
and the promotion of personal health into the homes of any con- 
siderable part of the district’s low-income population. However, 
health facilities were provided on a much larger scale in Bellevue- 
Yorkville and the needs in Mott Haven would seem equally great. 


(To be continued) 





THE FERTILITY OF POPULATIONS 
SUPPORTED BY PUBLIC RELIEF 


by Frank W. Norestein’* 


N 1934 there was a sudden outburst of news items, special 

articles, and editorials concerning the fertility of the popula- 

tion supported by public relief. Many of these accounts were 
accurately reported summaries of scientific studies. Others, and 
certainly the most alarmist among them, ran under such captions 
as “Birth Rate of Families on Dole Up 35 Per Cent,” and virtually 
left the reader the impression that procreation becomes the first 
concern of families when they are accepted for public support. 
One widely-read magazine drew the inference from its report of 
a special study that “a family’s expectation of having children 
increases 35 per cent when it goes on the dole,” and indicated that 
the result of the dole would be 108,000 more babies “than would 
otherwise be expected.” Opinion to this effect is so widely held 
that it is important to examine its accuracy with some care. Just 
what do we know about the fertility of populations on relief, and 
how can we proceed to fill the important gaps in our present 
knowledge? 

The source of this opinion lies in the fact that two different 
types of problems are confused. Both are important, but the solu- 
tion of one does not yield that to the other. One is concerned with 
the level or status of fertility in relief families; the other with 
changes in fertility associated with the fact of dependency. Most 
of the research has been directed to the former problem, but con- 
clusions soundly drawn and precisely stated to the effect that relief 
populations are relatively fertile have been interpreted to mean 
that they became so after their dependency—which is an entirely 
different matter. 

Of the three original studies which have received the most atten- 

1 From the Milbank Memoria! Fund. 
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tion, that by Popenoe and Williams,’ has the least bearing on the 
matter in hand. Their principal conclusion that, “The longer a 
family is in receipt of charity, the more children it produces,” is 
self-evident. A second conclusion is that, in the group studied, 
fertility “is at least not diminished by the fact of becoming a 
recipient of public charity.” This is based on the fact that women 
who bore an average of 2.72 children before first dependency, bore 
1.58 children after their first dependency when their natural repro- 
ductive capacity was becoming lower because of advancing age. 
Such uncontrolled evidence is scarcely convincing. 

A study by Sydenstricker and Perrott* based on data for samples 
of families drawn from the poor sections of eight cities has been 
widely misinterpreted as indicating that the receipt of relief in- 
creased the fertility of dependent families. Actually, the study 
yielded no information bearing on this point for two reasons: 
(1) The birth rates presented were exclusively average annual rates 
for the entire period from 1929 through 1932 and do not permit 
the analysis of the fertility trends of any group; and (2) these 
rates were largely dominated by conceptions which occurred be- 
fore the relief families of 1932 became dependent. 

The actual findings, however, are highly interesting and sig- 
nificant. They show among other things that “the average annual 
birth rate in families on relief [in 1932] was 53 per cent higher 
[for the period 1929-1932] than in those not on relief, even in this 
low-income class [#.¢., under $1,200]. Doubtless families with 
more children, especially infants, were singled out by welfare 
agencies for greater attention than smaller families, or families 
without infants, but the fact remains that the higher birth rate in 
these poor families is directly related to the necessity for public 
and private charity.” 


2 Popenoe, Paul and Williams, Ellen Morton: Fecundity of Families Dependent on 
Public Charity. The American Journal of Sociology, September, 1934, xl, No. 2, pp. 214-220. 
8 Sydenstricker, Edgar and Perrott, G. St. J.: Sickness, Unemployment, and Differ- 
ential Fertility. Milbank Memorial Fund Quarterly, April, 1934, xii, No. 2, pp. 126-133- 
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This study, therefore, indicates a higher level of fertility during 
the period 1929-1932 for families dependent on relief in 1932, but it 
does not indicate, nor does it pretend to indicate, that the fertility 
of the group increased. Data which have become available since 
the publication of the original article, show that the average birth 
rate of those on relief in 1932 was the same for the two-year period 
1931-1932 as for 1929-1930, while that for the non-relief group 
with incomes below $1,200 dropped about 12 per cent.* Both the 
decline in the rates of the low-income non-relief group, and its 
absence in the dependent group may well have been due to the 
greater willingness on the part of the authorities to accept families 
with young babies. This is a potential selective factor which must 
not be overlooked in any study of the fertility of the dependent. 

The study which Stouffer conducted in Milwaukee on the “Fer- 
tility of Families on Relief,”® can be more plausibly interpreted 
as indicating that fertility rises during dependency; it at least deals 
with the period of dependency. However, it presents no direct 
evidence of such an increase, and the author warns his readers that, 
“A danger lies in the temptation to read too much into such data.” 

The study is actually one of differences between the confine- 
ment rates of persons on relief and of those not on relief but in 
the same broad occupational and religious groups. It relates to 
the period between October 1, 1930, and December 31, 1933. The 
influence of pregnancies which might have contributed to the 
eligibility of families for relief was eliminated by including only 
those confinements which took place at least nine months after 
the family went on relief, or within a comparable period for con- 


4 Data from correspondence with Perrott yield the following rates: ; 
Average annual birth rates (adjusted for age) per 1,000 married women 15-44 years of age. 














1932 INCOMES UNDER $1,200 | 1929-1930 | 1931-1932 
Relief | 191 I9r 
Non-relief 129 113 








5 Stouffer, Samuel A.: Fertility of Families on Relief. Journal of the American Statistical 
Association, September, 1934, xxix, No. 187, pp. 295-300. 
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trol families. The study, therefore, affords an excellent comparison 
of the fertility of relief families during dependency with that of 
non-relief families in roughly comparable groups. The records 
indicate that the relief groups of each class were the more fertile. 
For the entire sample, the confinement rate for families on public 
relief exceeded that for the control group by 43 per cent. 

Such rates for the relief groups would have occurred if fertility 
increased after dependency, but they also might have occurred if 
fertility had simply remained high during dependency. The study 
yields no evidence as to what actually happened. Other con- 
siderations, however, strongly favor the suggestion that the fer- 
tility of relief families was greater than that of the control families 
before as well as during dependency. As has already appeared, 
Sydenstricker and Perrott’s data indicate that the 1929-1930 birth 
rates were substantially higher for the 1932 relief population than 
for the non-relief population with incomes under $1,200. Any 
selection of large families with small children for relief would 
tend in that direction. Even apart from such a selection, the dif- 
ference found is in the direction to be expected. Numerous studies 
have shown that in this country low economic status is associated 
with high fertility, and by definition relief families constitute the 
low-income groups of each class. 

No study of changes in fertility associated with dependency can 
be based on a comparison of the fertility levels of relief and non- 
relief families. However carefully a control is chosen, the groups 
will differ by the selective factor of dependency, and the differ- 
ences observed will be subject to the interpretation that they repre- 
sent differences in levels rather than a change in fertility following 
dependency. The only direct approach to the problem of change in 
fertility associated with dependency lies in a comparison of the 
experience of relief families during dependency with their experi- 
ence when self-supporting. 

Measurement of the changes in fertility brought about by de- 
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pendency is not a simple matter, even when it is based on trends 
observed in relief families. The presence of new-born babies or the 
wife’s pregnancy may be factors in determining the time at which 
relief is first obtained. The former would tend to place the begin- 
ning of relief after a period of high fertility, and the latter to 
place it before such a period. Neither factor has any bearing on 
the effect of dependency on fertility. In order to avoid a possible 
bias from either of these sources, it would be wise to omit the 
experience for twelve months immediately before and nine months 
immediately following the time at which relief is first given. 
Other serious biases will be encountered in any study of changes 
in the fertility of relief families accompanying dependency. Vir- 
tually all of the material available relates to cases in which depend- 
ency follows self-support. This means that for any given family, 
dependency occurs later in the marriage when fertility tends to 
be lower. This sequence is the more serious as the selective process 
of being accepted for relief makes it wise to omit the experience 
for nearly two years centering around the date of first dependency, 
thereby separating the two parts of each family’s exposure still 
‘ further. It is essential, therefore, that comparisons be limited to 
the experience during similar periods of married life. In view of 
the fact that we have a declining birth rate, it is further necessary 
to limit the comparison to experience which occurred at about the 
same time. This would result in comparing birth rates for pre-de- 
pendency and dependency exposures during those parts of the first 
five years of married life which occurred, for example, in the years 
1925 to 1929, or 1930 to 1934. It would be highly desirable in such a 
study to secure data from families which had become self-supporting 
after a period of dependency, thereby reversing the inherent biases. 
Further confidence would be placed in the results if data for a 
control group of non-dependent families could be analyzed in 
precisely the same manner. The method is expensive but it, or 
another which accomplishes the same thing, is necessary if changes 
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in fertility accompanying dependency are to be determined by 
studying the experience of relief families. So far as the writer 
knows, no such study has been published.° 

An indirect approach to the problem may be made by exam- 
ining the official vital statistics for the period. If we had any 
certain knowledge of the population of minor statistical units, and 
if relief data were classified according to these units, the problem 
would be quite simple. As it is, however, all birth rates of small 
units for the last three years must be considered provisional, and 
the approach to the problem must be indirect. 

Last June, the editors of the Statistical Bulletin of the Metro- 
politan Life Insurance Company called attention to the fact that 
the birth rate rose in 1934 for the first time in ten years.’ They 
pointed out that this rise followed an increase during 1933 of the 
marriage rate which had also been falling for some time, and 
suggested that both of these reversals were the direct result of an 
upward turn in the economic tide. In the August issue, they pre- 
sented “an alternative point of view.”* According to this, “The 
increase in the birth rate that was recorded in 1934 .. . may not 
be related at all to any increase in income of the self-supporting 
portion of the people, but rather, on the contrary, may be attrib- 


6 Part of this suggested procedure has been used by Arthur J. Audy in “A Comparative 
Analysis of the Birth Rate of 965 Families Before and After Dependency,” a thesis sub- 
mitted in partial fulfilment of the requirements for the degree of Master of Arts, Loyola 
University, 1935 (unpublished). The writer wishes to express his appreciation of Mr. 
Audy’s generosity in lending his manuscript and permitting the use of material from it. 

Audy’s study undertakes a comparison of the fertility of relief families before and after 
first dependency. The most interesting part of the data relate to 662 families which were 
receiving relief in December, 1934, from the main office of the Cook County, Illinois, 
Bureau of Public Welfare. Limiting the comparison to similar periods of married life, 
Audy finds that in most of the groups fertility was greater before than during dependency. 
In their present form the data are not wholly convincing. Most of the dependency ex- 
perience is quite recent while much of the pre-dependency period occurred a good while 
ago, some even before 1910. When the comparison is limited to the most recent experience, 
the rates are higher during dependency than before for every marriage period but one. 
It is possible that the results might have been different if the experience immediately pre- 
ceding and immediately following first dependency had been discarded. 

7 Better Times and the Birth Rate. Statistical Bulletin of the Metropolitan Life Insur- 
ance Company, June, 1935, 16, No. 6, pp. 1-2. 

8 Families on Relief and the Birth Rate. Statistical Bulletin of the Metropolitan Life 
Insurance Company, August, 1935, 16, No. 8, pp. 1-3. 
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utable to increased dependency on relief.” Sydenstricker and Per- 
rott’s and Stouffer’s papers are summarized and they comment: “If 
the situation thus observed in small groups is paralleled in the 
population at large, we should find our greatest increase in birth 
rates to have occurred in States with the highest proportion of 
families on relief.” This follows only on the assumption that 
these special studies showed that relief families increased their 
fertility on becoming dependent, and this assumption, as we have 
seen, is not valid. 

The article goes on to point out that of the thirty states which 
paid less to the federal government than they received, twenty- 
eight showed an increase in the birth rate. The eighteen states 
which paid more than they received included four of the six states 
in which the birth rate declined, and ten of the thirteen states in 
which the birth rate increased less than three per cent. The editors 
indicate that they consider the evidence suggestive rather than 
conclusive and await further indications of the true cause of the 
birth rate’s reversal. 

Miss Ross has pointed out in a recent article® that the exceptions 
are important. Of the six states which showed a decline in the 
birth rate, two, New Mexico and Arkansas, were among the states 
with the largest percentage of the population on public relief at 
the close of 1934. These two States tied with New Jersey for the 
largest decline in the birth rate. The remaining states in which the 
birth rate declined, or remained stationary, are clustered along 
the eastern seaboard and are, for the most part, highly industrial- 
ized areas with large foreign-born populations. States are very 
heterogeneous units, and so many different factors may. influence 
the course of their crude birth rates, that conclusions based upon 
their trends are likely to be misleading. 

New York State, exclusive of New York City, was not one of 


® Ross, Mary: Other People’s Babies. Survey Graphic, December, 1935, xxiv, No. 12, 
PP. 591-593, 632. 
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Fig. 1. The trends of birth and marriage rates in New York State exclusive of 
New York City. (Traced from semi-logarithmic charts without any relation to their 
absolute heights. The rates are presented in Table 1. Percentage changes in the rates 
for 1932 to 1933 and 1933 to 1934 are shown in Table 2.) 


the regions in which the crude birth rate increased in 1934, but its 
experience lends support to the view that the general reversal 
which did occur is not to be attributed to relief families. In this 
region the increased marriage rate of 1933 seems to have been 
the important factor. This may be seen in Figure 1. The rates, 
which are shown in Table 1, have been traced from semi-logarith- 
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34.24 11.74 22.50 99-93 18.80 81.13 
35-13 12.17 22.96 93-97 15-75 78.22. 
32-47 9-73 | 22.74 83.87 9:94 | 73-93 
35-27 12.13 23.13 83.08 12.81 70.27 
35-91 12.50 23.41 83.03 14.43 68.60 
20.31 34.08 11.22 22.87 77-08 13.70 63.38 
19.94 33-80 10.86 22.94 73-57 11.98 61.59 17.8 
19.89 34.00 11.28 22.72 71.49 12.41 59.08 17.1 
19.18 33-37 11.05 22.33 65.67 11.66 54-01 16.9 
18.30 32.29 10.50 21.79 60.09 10.61 49.48 17.3 
18.22 32.69 10.83 21.86 56.82. 10.46 46.36 17.0 
17.51 31.79 10.67 21.12 52.36 10.25 42.11 16.4 
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Table 1. Birth and marriage rates for New York State exclusive of New York City.1 


total 


mic charts without any relation to their absolute heights, merely 
to bring out the differences in their trends. Equal changes on the 
chart represent equal percentage changes in the rates.’° The per- 
centage changes for the last two years are also given in Table 2. 

The crude birth rate for all classes did not rise in this region 
during 1934, but the decline which has continued unbroken since 
1921 did virtually stop. This was due to a rise of about one per 
cent in the birth rate of the native population. Meantime, the rate 
for the foreign born continued its decline, although somewhat 
more slowly. It must be remembered that this decline, which has 

10 The rates for the native population are births to native-white mothers per estimated 
1,000 native-white females and those for the foreign population are births to foreign- 


white mothers per estimated 1,000 foreign-white females. The 1935 birth rate for all 
classes was estimated on the basis of the experience through September. 
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been exceedingly sharp, reflects in considerable part the fact 
that each year finds a smaller proportion of the foreign-born 
women in the most fertile years of their child-bearing period. It 


is clear, however, that it Table 2. Percentage changes in birth and 


; marriage rates for New York State exclusive 
was the native and not  SHNMe city. (Rates chows in able e) 








the foreign-born popula- 
tion in which fertility in- 
creased. 
Marriage rate 

: The —- of the 1934 (1931 to 1932, and 1932 
increase in the fertility of to 1933) +9.0 
the native population can pirch rates 

i Total births 
be seen by separating first —— 
births from second and Native white 
succeeding births. Figure  Forei8a white 
1 gives the ratios of first First Birch 
born and of later children Foreign whine 
to the corresponding fe- 


Percentage Change in Rates 
1932 CO 1933 | 1933 tO 1934 








Second and succeeding 


male populations for the births 


Native white — 43 — 45 


native- and foreign-born 5 weer salir ol 147 -8.7 


whites. The marriage 
rates are also shown, set one year forward, so that the rate for 1933 
appears directly over the birth rate for 1934. It is immediately 
apparent that the rise in the native birth rate came exclusively 
from the 4.3 per cent increase in the first births and that this cor- 
responds with a sharp increase of g per cent in the marriage rate 
for 1933. For the foreign-born population, the decline of the rate 
for the first born was somewhat smaller than that of the rates for 
second and succeeding children. In both groups the birth rates of 
the second and succeeding children declined less rapidly, but 
among the foreign born this decline was still sharp. 

It was the native population and not the foreign-born popula- 
tion in which fertility increased, and within the native population 
it was the first and not the later births that increased. It is difficult 
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to reconcile these facts with the interpretation that the check in 
the decline of the birth rate was due to the increased number of 
persons supported by public relief. New first-born children can 
scarcely be thought of as more characteristic of relief than of non- 
relief families. ‘ 

The New York City experience further supports the suggestion 
that the reversal in the birth rate did not come primarily from 
relief groups. Births classified by order are not available, but it is 
possible to secure the number of births to residents of each of the 
constituent health areas in the City. A rough classification of the 
economic status of 305” of these areas is also available in the dis- 
tribution of rents paid by resident families as reported in the 1930 
Census. Rents have changed radically since 1930 but the general 
character of the districts has changed so little that they will serve 
for a rough separation of the poorest from the more well-to-do 
sections of the City. On the basis of these data, the 305 health areas 
have been separated into three groups. In the first, the median 
rentals were under $45.00; in the second, from $45.00 to $59.00; 
and in the third, $60.00 or more. The number of births to white 
residents was obtained for each of the groups for the years 1930 
through 1934 and estimated for 1935 on the basis of experience 
through September.’* These data have been plotted in Figure 2 
on semi-logarithmic scale with the initial points for 1930 super- 
imposed. It is immediately apparent that there was a sharp drop 
in the number of births in each group from 1930 through 1933. 
In the poorest districts the decline continued unchecked through 
1934 and at a slower rate through 1935. In the intermediate dis- 
tricts, the decline continued through 1934 and 1935 but much 
more slowly. It was in the high-rent districts that the number 
of births increased during 1934, and there the reversal was sharp 
and continued through 1935. 


11 The remaining 6 health areas are, for the most part, parks and cemeteries. 
12 Negro births have been omitted to eliminate the disturbing influence of high rents 
charged to Negro groups even for slum dwellings. 
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Much can be said about the lack of statistical precision of such 
results. At best, health areas are heterogeneous units. Those with 
high median rentals doubtless contained many slum homes, and 
those with the lowest 
medians, some families 
in comfortable circum- 
stances. No attempt has 
been made to take in- 


to account the changes 
Fig. 2. Trends from 1930 to 1935 in the 


number of births to white residents of New which have occurred 


York City Health Areas grouped by median : : : 
EES erties dante 
on is of monthly returns yaya size or the tribu- 
tember. The scale is semi-logarithmic, and the s age " 
initial — hes a. _ are 133 tion of the population. 
areas with median ren ow $45, 106 with : 
medians from $45 to $59, and 66 with medians The data r epresent sim- 


Piso. patency a30 the number Spinks ply the number of births. 

respectively.) In spite of all this they 
are convincing as far as New York City is concerned. The medians 
do serve to differentiate roughly the poorest from the well-to-do 
districts and, while population shifts have doubtless occurred, the 
results would be affected only if there had been a considerable 
movement from the cheapest to the more expensive districts. The 
conclusion seems inescapable that in New York City it was the 
well-to-do and those in comfortable circumstances, rather than 
the poor, who increased their fertility in 1934. This is quite the 
opposite of the result one would expect if dependency increased 
fertility. 

In summary, it appears that those who have been viewing with 
alarm the increased fertility brought on by dependency have 
probably been exercising themselves over something that did not 
happen. The direct studies indicate that relief families were more 
fertile than non-relief families before dependency as well as during 
it. In upstate New York the increase in first births accounts 
entirely for the 1934 increase in the birth rates of the native white 
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population. This is scarcely compatible with a sharp increase in 
the fertility of dependents. In New York City it was in the well- 
to-do and not in the poor districts that the number of births 
increased in 1934 and 1935. Pending further information, such 
evidence throws a heavy burden of proof on those who assert that 
dependency increases fertility. 

This suggestion, that dependency does not increase fertility, is 
supported by a@ priori considerations. It is true that fertility is 
inversely associated with economic status. This does not mean 
that the poor have many children and the comfortable and well- 
to-do few children simply because of their respective incomes. The 
income status affects and is doubtless affected by an entire complex 
of living standards, attitudes, and customs which are the important 
factors in determining fertility. A sudden loss of income, even if 
sustained for several years, is not likely to change established atti- 
tudes and standards of one income group to those characteristic 
‘of a poorer and more fertile group. Whatever the standard of the 
group, loss of income means that for that group new babies are a 
heavier burden than before. The lines of interest set up would 
therefore lead one to expect a reduction in the fertility of any 
group in which voluntary control plays a significant part. When 
the evidence is all in, it may well be found that the fertility of 
all classes declined during the most acute phases of the depression, 
but that the decline was sharpest in those self-supporting groups 
to which both the knowledge and the means of controlling fer- 
tility are the most available. 











MEASURING THE EFFECTIVENESS OFA 
TUBERCULOSIS PROGRAM’ 


by Jean Downes 


HEN an area has attained a reasonable standard 
in terms of activities and services rendered in its 
program for tuberculosis control, for future plan- 


ning it is highly desirable to make an internal evaluation of the 
program’s effectiveness. The usual “appraisal form” method can- 
not be used to measure the effectiveness of tuberculosis work since 
it is a “yardstick” which relies upon a quantitative statement of 
the means of executing a program rather than a criterion of the 
end results. 

There are two definite and clear-cut aims in the tuberculosis 
program toward the accomplishment of which all activities are 
directed. They are (1) an appreciable reduction in the mortality 
from tuberculosis, and (2) a decrease in the number of cases of 
active disease or foci of infection. Both are capable of objective 
measurement. Data drawn from Cattaraugus County, New York, 
for the period 1923-1934 will be used to illustrate the practical 
knowledge which may be derived from a study of progress in 
the accomplishment of these two purposes of the tuberculosis 
program. 

Cattaraugus County is a rural area embracing thirty-three towns 
or townships. In twenty-one of these towns the population is com- 
posed of 16,228 persons living on farms or in very small villages; 
in ten of the towns there are some farm families but the popula- 
tion of 22,165 is predominately gathered in villages ranging in size 
from 1,000 to approximately 3,000 persons. Two towns, which 
have a population of 10,000 and 23,000 respectively, comprise the 


two urban areas in the County. 


1 From the Milbank Memorial Fund. Acknowledgments are made to the Cattaraugus 
County Department of Health, especially to Dr. John H. Korns, director of the Bureau 
of Tuberculosis, for access to the data used in this study. 
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Since tuberculosis is a disease transmitted chiefly from person 
to person through contact, even a small concentration of popula- 
tion would increase the chances of acquiring tuberculosis. There- 

Table 1. Average annual incidence of active fore, it seems advisable to 


cases of tuberculosis in 1923-1926 contrasted show the incidence of dis- 
with the period 1931-1934 for four localities 














in Cattaraugus County, New York. ease and mortality sepa- 
eenaade demain, rately for each of the 

INCIDENCE OF ulati far: 
Locatirr Active Cases Pzn Cunr Pop oa . -_ 
(PER 10,000) Cuanozr Village, and urban, in or- 
1923-1926 | 1931-1934 der to see where the prob- 
Olean 12.0 6.7 —44.2 lem of control is greatest. 
Salamanca wep 9-9 ~ 75 Also, it is of interest to 

19 Village towns 12.4 5.8 53-2 

20 Rural towns! 10.1 43 —57.4 know whether or not the 

















1 One of the twenty-one rural towns has been program of tuberculosis 
excluded since it contains the County Home. Be- 
cause of insufficient information, it was impossible control has been equally 
to allocate to previous residence the very few cases 


the County Home duriag the carly period, 1923, © fective in all of these 

_ groups. 

Throughout the twelve-year period under consideration (1923- 
1934), case-finding and case reporting have been emphasized with 
such success that even in the rural areas of the County at any 
given moment of time it is believed that at least 75 per cent of the 
active cases are known to the Department of Health. Conse- 
quently, the new active cases of clinical disease reported or dis- 
covered year by year for all these areas may be used for a com- 
parison of the incidence of tuberculosis at various time periods. 
The mortality may be used in a like manner. 

Table 1 and Figure 1 show the average annual incidence of 
active tuberculosis (all forms) for the two periods 1923-1926 and 
1931-1934 for each of the two cities, the village, and the rural 
towns. In the earlier period (1923-1926) the level of the rate of 
incidence was similar for all of the areas. It varied from 10 in the 
farm towns to 12 per 10,000 in the village towns. This was not 
true of the later period because the incidence has declined un- 
equally in the various areas. 
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All of the areas, with the exception of Salamanca, show a sim- 
ilar decline in the incidence of active tuberculosis when the period 
1931-1934 is compared with the earlier period. The greatest de- 
crease in the occurrence 
OvrgaAn SALAMANCA ee 26 RURAL of active tuberculosis 
(57 per cent) was noted 
for the farm population; 
53 per cent was noted for 
the ten village towns; 
and a decline of 44 per 
cent was evident for the 
City of Olean. On the 

-— other hand, Salamanca 

PrP ph ns Pig te agar ans has shown no evidence 

1926 compared with that in 1931-1934 for of a change in the fre- 
each of the four areas of Cattaraugus County. 
quency of occurrence of 
active disease. The differences in the incidence rates in the two 
periods for the three areas (Olean, farm, and village) are statis- 
tically significant as they greatly exceed any amount that might 
result from chance variation.’ 

In Table 2 and Figure 2 the decline in tuberculosis mortality 
for each of the four areas is strikingly similar to that noted for 
the incidence of active tuberculosis. However, the level of mor- 
tality for the rural towns with rates of 37 and 18 per 100,000 was 
considerably below that of the other areas in both periods of time. 
The average annual mortality for the period 1931-1934 contrasted 
with that for 1923-1926 declined 50 per cent in the twenty rural 


2 The difference in the annual average rates for Olean is five times its probable error; 
that for the village is six times its probable error; and that for the rural towns is 
five times its probable error. 
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towns, 43 per cent in the ten village towns, and 47 per cent in 
Olean. On the other hand, Salamanca with a decline of approxi- 
mately 12 per cent shows relatively little change in mortality. 


Table 2. Average annual mortality from Both Figure 1 and Fig- 


tuberculosis in 1923-1926 contrasted with mor- 
tality in 1931-1934 for four localities in Cat- ure 2 show that at the 


taraugus County, New York. present time in Cattarau- 

— ne 0 gus County the control of 
ortality (per he 

Locality 100,000 Population) a tuberculosis is a problem 

1923-1926 | 1931-1934 for the most part confined 

ae ma cae T acaaes the two urban areas and 

iene 56.2 49.6 | —11.7_ the village towns. They 

10 Village towns 58.9 33-4 —43-3 ° 

20 Rural towns? 36.8 18.4 —s0.0 are relatively small areas 
fe. A of Ge seetpene punt tones, Bae _~ geographically with a 
cause of insufficient information, it was impossible greater concentration of 
to allocate to previous residence the very few cases . ° 
and deaths from tuberculosis which occurred at population than in the 
the County Home during the early period, 1923- J 
1926. wholly rural areas. Also in 

one of the urban areas (Salamanca) the program of tuberculosis 


control seems to have been ineffective in reducing either the occur- 





























rence of the disease or mortality from it. 


Since tuberculosis is a Fig. 2. Average annual mortality from 


; : 5 tuberculosis during the period 1923-1926 com- 
disease for which mor pared with that in 1931-1934 for each of 


tality and morbidity are the four areas of Cattaraugus County. 
selective both as to age OLEAN SALAMANCA 10 VILLAGE 20 RURAL 





Towns 





and sex,” it is important 
to discover whether or 
not the decrease in the 
disease in the different 
parts of the County has 
been uniform in the dif- 
ferent sex and age 
groups. Table 3 shows 


the average annual in- 

8 Evidence as to the selectivity of the disease both as to age and sex in this particu- 
lar area was brought out in the following study: Downes, Jean: The Age Incidence 
of Tuberculosis and Its Significance for the Administrator. Milbank Memorial Fund 
Quarterly, April, 1935, xiii, No. 2, pp. 152-161. 
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1923-1926 1931-1934 Per Cent Caance 
Male | Female Male | Female Male | Female 


INCIDENCE OF ACTIVE CASES (PER 10,000) 











Olean 11.1 12.9 8.4 5.0 
Salamanca 9.6 11.9 8.3 11.6 
10 Village towns 11.2 13.6 6.3 5-3 
20 Rural towns 7-4 12.9 3-9 4.8 





MORTALITY RATE (PER 100,000) 





Olean 66.2. 63.2 36.5 31.6 —44.9 —50.0 
Salamanca 60.8 51.6 36.2 63.3 — 40.5 +22.7 
10 Village towns 62.6 55-0 43-1 23.0 —31.2 —58.2 
20 Rural towns 34.0 39.7 12.9 24.2 —62.1 —39.0 























Table 3. A comparison of the change in the average annual incidence of active 
cases and the mortality from tuberculosis among males and females in the period 
1923-1926 and 1931-1934 in different localities in Cattaraugus County, New York. 

cidence of active cases and mortality by sex for each of the four areas 
iN 1923-1926 contrasted with the period 1931-1934. The per cent 
change in incidence has been decidedly greater among females than 
among males in all of the areas except Salamanca for which little 
or no change was recorded. The incidence rate among females was 
from 61 to 63 per cent lower in the more recent period contrasted 
with the early period. On the other hand, the incidence among 
males (excluding Salamanca) showed a decline of from 24 to 47 
per cent. 

In the twenty rural towns the decline in mortality was less 
among females than among males but in Olean and the ten vil- 
lage towns the mortality among females declined from 50 to 58 
per cent in the two time periods compared. These are somewhat 
greater declines than those noted among the males. The female 
mortality rate in Salamanca has increased 23 per cent and the male 
rate decreased 41 per cent. 

Figure 3 shows graphically the per cent change in the average 
annual incidence of active cases at various ages for the period 
1931-1934 compared with 1923-1926 for each of the four areas. In 
general, the greatest decline in the incidence of active tuberculosis 
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has taken place in the age groups under 25. These are the ages 
which should reflect most readily the effect of preventive work in 
tuberculosis. It is of interest to note that Salamanca shows an in- 
crease in the incidence ——. 
of active disease at these |cnancr 
ages. No particular sig- | +504 
nificance can be attached 
to the actual amount of 
these increases but the 
fact of no decrease in ac- | ~°°7 
tive disease at these ages 


is indicative of defi- ; 
‘ " Fig. 3. Percentage change in the average 
ciency in tuberculosis annual incidence of active tuberculosis in 1931- 


control in this particular 2934 SOmEsed with noas-z026 ot dren 
community. County. 

For future planning these findings would indicate that the 
tuberculosis problem in this rural County is now confined largely 
to the two urban areas and the village towns even though appre- 
ciable reductions have taken place in both case incidence and 
mortality in two of the areas. Emphasis should be placed upon 
case-finding and preventive work among adult males and a special 
effort should be made to reduce the incidence of active cases 
among persons over 25 years of age. 

In the one urban area, Salamanca, which shows no effect of the 
intensive anti-tuberculosis work, there is need for careful study 
as to causes and perhaps an entire reorganization of the program 
of services. It may require a concentration of effort to enlist better 
cooperation on the part of the family physicians, or perhaps better 
supervision and reorganization of the services of the public health 
nurse. Just as public health personnel and equipment are mar- 
shalled to control a typhoid epidemic, so should the tuberculosis 
program in any department of health be organized with sufficient 
elasticity to enable the best efforts of the department to be directed 
to the “sore spots” or points of greatest need. 
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In conclusion it seems appropriate to point out that the ordinary 
appraisal of services and activities would not reveal the true situa- 
tion in Cattaraugus County. For example, in Table 4 is shown 
the ratio of new active 
cases to deaths in the two Ratio of New Active Cases to 
peri ods Cr 923-1 926 and Locality Deaths from Tuberculosis 
1931-1934) for each of the eS a 
four areas in Cattaraugus Ol ae a= 
County. It is interesting 10 Village towns 2.1 1.7 


to note that Salamanca 2° Rural towns 2.7 2.4 
ranks equally well with Table 4. Ratio of new active cases to deaths 


; from tuberculosis in four areas in Cattaraugus 
the other areas in both County for the period 1923-1926 contrasted 


periods and attains the ae eae 

standard set by the “appraisal form” in case-finding in rural areas— 
yet there has been no progress in that particular area in attaining the 
objectives for which the tuberculosis program is planned. 
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SYPHILIS CONTROL IN NEW YORK STATE’ 
by THoMas PaRRAN, JR., M.D.” 


am CERTAIN facts about syphilis challenge the American health officer. 
First, there is the continued high prevalence of the disease. Second is its cost 
not only in terms of community expense, but also in terms of human suffer- 
ing and, finally, there is the very definite demonstration by certain European 
countries that the disease can be controlled by medical and administrative 
measures. Regarding this last point, it is recognized that methods found 
useful abroad may not be generally applicable in this country, but the fact 
remains that the prevalence of syphilis may be markedly reduced by a co- 
ordinated program of attack. The present article outlines the new program 
for this purpose in New York State——Eprrors. 


ENEREAL disease control activities have been carried 

on by the New York State Department of Health for 

more than twenty years, but because of limited funds it 
has not heretofore been possible to carry on an entirely compre- 
hensive and satisfactory program. Added appropriations for the 
control of syphilis, made by the 1935 Legislature, have made it 
possible to inaugurate an intensive State-wide program. The ob- 
jectives of this program may be stated as follows: (1) provision 
for adequate diagnosis and treatment facilities; (2) improvement 
in case reporting, and the supervision of syphilis cases; (3) inten- 
sive and complete investigation of syphilis cases and contacts; and 
(4) professional and public education in matters pertaining to 
social hygiene. 

GENERAL FEATURES OF SYPHILIS PROGRAM 


Administratively, the syphilis-control program is being carried 
out (1) by city health departments, with State aid, in cities of 
more than 50,000 population ;* (2) by five county departments of 


1From Venereal Disease Information, 16, No. 9, September, 1935, pp. 303-308. Re- 
printed with some revisions by permission of the author and the United States Public 
Health Service. 

2New York State Commissioner of Health. 

8 New York City is a separate health jurisdiction by law. The Cities of Buffalo and. 


(Continued on page 58) 
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health, with State aid; (3) by State employed personnel in sixteen 
health districts of the State.‘ 

In addition to having direct responsibility for syphilis control 
in all areas outside of county and large city departments of health, 
the district State health officers have general administrative control 
over the programs in the counties and cities. 

With the anticipated funds under the Federal Social Security 
Act it is planned to provide at least a medical officer, a specially 
trained public-health nurse, and clerical assistance to each district 
staff; and to subsidize all clinics which meet approved standards. 
Funds are also being used to aid cities of more than 50,000 popula- 
tion in developing an approved syphilis-control program. 

So that expert clinical advice may be generally available, a 
number of physicians who are specialists in syphilis are to be 
appointed as part-time medical consultants. These physicians will 
advise the district officer regarding clinical matters, and will ren- 
der consultation service to their colleagues in general practice 
when called upon. 

Since it is generally recognized that the prevalence of the disease 
is greatest in large urban centers, proportionately more funds are 
to be allocated to cities of 50,000 or more population than to 
smaller communities. Preference is to be given cities which are 
willing to increase their own venereal-disease expenditures; in 
several cities, new sums have already been appropriated sufficient 
to match State funds on an equal basis. 


Rochester are not included in territory under the direction of district State health 
officers, but are subject to the authority of the State Commissioner of Health. 

4 The State is divided into sixteen health districts, each having a full-time district 
State health officer who by law is the direct representative of the Commissioner of 
Health. District State health officers are responsible for local health activities in their 
respective districts, and with the assistance of suitable medical, engineering, nursing, 
and clerical staffs exercise supervision over local health officials. Although this plan 
of operation has not been strictly followed in the past in venereal disease work, the 
various divisions of the State Health Department in general function through district 
State health officers, and county commissioners of health. With the exception of the 
large cities mentioned, the policies of the various divisions of the department are 
carried out by district State health officers, and contacts with local health officers are 
usually made through them. 
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Financial assistance is given only to cities with syphilis programs 
approved by the State Department of Health. Before entering into 
a cooperative arrangement with a given city, agreement is to be 
reached with municipal authorities as to details of the program 
and budget, the program in each city varying in accordance with 
local needs and activities, and existing resources both public and 
private. It is proposed that a bureau or division of syphilis control 
be organized under a competent director who will be responsible 
to the city and State Department of Health for the conduct of the 
syphilis program. 

It is also recommended that a medical advisory committee be 
appointed in each municipality by the city department of health, 
which committee will include in its membership all directors of 
syphilis clinics, and any other person having special knowledge of 
venereal-disease control who may seem desirable. The functions of 
this committee will be to advise the city health officer on such 
matters as standards of professional service in approved clinics, 
eligibility of clinics for approval, coordination of clinic and field 
activities, and the formulation of special clinical and epidemio- 
logic studies. 

For a number of years the State Department of Health has been 
distributing without charge arsphenamines and other antisyphilitic 
remedies to physicians in private practice for the treatment of their 
marginal patients, as well as for the treatment of patients in the 
clinics and institutions. This policy is being extended to embrace 
the free distribution of such drugs for the treatment of all patients, 
thus bringing the policy in reference to these drugs in conformity . 
with the traditional practice in the distribution of biologic prod- 
ucts. The method is being further changed to provide for the 
improved distribution of the drugs locally. 

It is hoped that personnel can be made available also to give 
personal instruction to those physicians who are shown by the 
records not to be using the laboratory diagnostic services. These 
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visits also will be the occasion for informing the physician con- 
cerning the State program and the assistance which the individual 
physician can give. 

A part of the help which is being offered to private physicians 
is the service of a qualified public health nurse with special train- 
ing in this work, who will be available to act as a representative 
of the physician in following up delinquent patients, seeking 
sources of infection, and bringing contacts under treatment. 


STANDARDS FOR CLINIC SERVICE 


At the present time, there are 121 syphilis clinics operating in 
New York State outside of New York City. Some of these clinics 
are in large cities, and others in smaller communities under the 
direct supervision of the district State health officer. Certain gen- 
eral standards for service are to be insisted upon regardless of the 
size of the place in which the clinic is located. 

Although a number of city departments of health heretofore 
have paid physicians for their services in clinics, this practice has 
not been universal. Among other elements in the approved 
syphilis-control program of cities is the requirement that physicians 
who work in the clinics must be paid for their services. The 
amount of payment varies, but approximates $ro per clinic period. 
For this compensation the clinician will be expected to remain 
in the clinic throughout the clinic period. 

These standards of clinic service may be summarized as follows: 

Clinics will be conveniently located, and accessible to densely 
populated areas. The rooms in which clinics are held must be well 
ventilated, and have adequate space and seating capacity. Separate 
waiting rooms must be provided for men and women. Treatment 
and examining rooms must be of ample size and must have all 
necessary equipment, including facilities for dark-field examina- 
tions. Records will be maintained for each case throughout its 
duration; these records must contain the minimum of information 
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called for on forms prescribed by the State Department of Health. 
Clinic records will be kept in files which can be locked. 

The plan for the treatment of early syphilis will be continuous 
and in conformity with modern accepted practice. A spinal-fluid 
examination will be performed on each patient ready for discharge 
as “cured” or arrested. Where possible, facilities will be provided 
for special examinations such as cardiovascular examinations and 
others for which special apparatus is required. 

Each clinic will have a clinic director and a suitable corps of 
assistant clinicians approved as competent to treat syphilis by the 
State Department of Health. A sufficient number of clinicians will 
be available to provide a high quality of professional care. Each 
clinic must be supplied with adequate nursing and clerical service. 

While all clinics need not hold daily sessions, consultation and 
clinic service must be provided at some point in large cities on each 
week day, and there should be at least one evening session each 
week. Immediate treatment for early positive cases must be avail- 
able daily, and clinics will be required to receive patients irrespec- 
tive of whether they are residents of the city or not. 

The following classes of patients will be eligible for treatment 
at clinics, irrespective of whether the patient is a resident of the 
city in which the clinic is located or not: 

Any patient for initial diagnosis and emergency treatment 
if found to be infectious. 

Any patient referred by a physician for consultation, such 
cases to be returned with examination reports to the physicians 
referring them. 

Any patient unable to pay a private physician for treatment. 


Ways and means must be provided in each clinic for determin- 
ing the financial status of patients applying for treatment. Patients 
found able to pay will be referred to physicians of their own choice 
for treatment. 

The identity of each new clinic patient will be established. It 
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will be the duty of the clinic director and staff to make a diligent 
inquiry concerning the source of infection of each early syphilis 
case, and the contacts of each patient found to be in a potentially 
infectious stage of the disease. 

Any potentially infectious patient who fails to report for treat- 
ment on the scheduled date or for one week thereafter will be 
reported to the department of health, and investigated either by 
clinic or health department personnel. 

A report will be made monthly by each clinic for transmission 
to the State Department of Health. The State Department of 
Health will inspect clinics periodically, and will report its findings 
to the clinic director and others concerned. 


CASE REPORTING AND INVESTIGATION 


A reasonably adequate syphilis clinic service embodying most 
of the features just described has been maintained in New York 
State for many years, but relatively little emphasis has been placed 
upon case investigation and other epidemiologic aspects of the 
problem. Improvement in case reporting and a more intensive 


search for sources of infection are to be major activities in the new 
program. 

Following the pioneer work of Munson in this State, a sufficient 
trial has been given to the epidemiologic method for locating 
sources of syphilis infection to prove its value and practicability 
under varying urban and rural conditions. The use of epidemio- 
logic methods, therefore, will be the central feature in the control 
effort. 

Through a well-established system of approved laboratories,” 
information is now currently available concerning every new case 
of syphilis in which a laboratory examination has been made as 
an aid in diagnosis. The State sanitary code requires that when- 


5 Laboratory service is provided by the central laboratory and its branch in New 
York City and by a system of approved laboratories throughout the State. Many of the 
approved laboratories receive aid from State funds. 
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ever a physician diagnoses or suspects the existence of a case of 
syphilis an appropriate specimen must be sent to an approved 
laboratory. Heretofore, positive laboratory reports have been 
accepted as case reports, but in the future a card report will be 
obtained for each syphilis case. Approved laboratories require phy- 
sicians submitting specimens for examination for syphilis to fur- 
nish information as to the stage of the disease and as to whether 
the specimen is for diagnosis or treatment control and other per- 
tinent facts. This information, supplemented by data secured by 
investigation of sources of infection and contacts, will be used as 
the basis for a syphilis case register. A separate register will be 
maintained in each of the sixteen State health districts, in each of 
the twelve cities of more than 50,000 population, and in each of 
the five county departments of health. Thus the whole of upstate 
New York will be covered. 

Outside of the large cities and the counties with health depart- 
ments, physicians will report cases directly to the district State 
health officer rather than to the local health officer. Copies of every 
positive laboratory test made in approved laboratories will be sent 
to the district State health officer or the city or county health 
officer, and used as a check against case reports. Except in a few 
cities where local regulations require otherwise, physicians may 
report cases seen in private practice by number or other identify- 
ing symbol if they prefer not to divulge the patient’s name. 

All cases of syphilis will be classified into three categories: (1) 
early syphilis, in which less than one year has elapsed since onset; 
(2) other potentially infectious cases; and (3) late, noninfectious — 
cases, 

The term “potentially infectious” is applied to the following 
types of cases regardless of the presence or absence of visible 
lesions: 


All patients with acquired syphilis who have received less 
than twenty injections each of an arsphenamine and a heavy 
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metal, or equivalent treatment, until five years have elapsed 
since onset. 

All female patients with acquired syphilis who have received 
less than twenty injections each of an arsphenamine and a 
heavy metal, or equivalent treatment, until the menopause has 
been reached. 

All patients with early congenital syphilis. 


All cases of early syphilis and of potentially infectious syphilis 
will be investigated. Efforts to determine sources of infection will 
be limited to early syphilis. Investigation of contacts, however, 
and supervision of the case will be extended to include also poten- 
tially infectious cases. 

When a physician reports a case in private practice, the investi- 
gator will first go to the physician himself and ask the physician 
either to permit the health department to investigate the case or 
to make this investigation himself, in order to locate, if possible, 
the source of infection. If the physician elects to take responsibility 
for the investigation himself, he again is given the choice of get- 
ting the source of infection and contacts under treatment or of 
permitting the health department to do it. In the rare instance in 
which the physician is entirely uncooperative the health depart- 
ment will not communicate with the patient, but will report the 
facts to the central office. 

An epidemiologic record card will be executed for each case of 
syphilis. This card is comparable in its completeness to those used 
in investigation of typhoid fever, for example. 

No investigation of an early case will be considered complete 
unless the source of infection is found or unless satisfactory evi- 
dence is submitted to establish beyond reasonable doubt that this 
individual cannot be identified and located. 

Responsibility for maintaining a syphilis register for making the 
epidemiologic investigations for the follow-up of delinquent pa- 
tients will be carried out by personnel employed by the State 
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Department of Health and assigned to district staffs, except in 
cities of more than 50,000 population and county departments of 
health, where similar responsibility will be exercised by the local 
department of health with State aid. 

EDUCATIONAL ACTIVITIES 

It is obvious that a considerable amount of education is a neces- 
sary part of such an intensive effort for the control of a major 
communicable disease as is represented in the current syphilis- 
control work in New York State. During recent years there has 
been a constant effort to inform physicians with regard to the 
better treatment of syphilis and to the importance of this disease 
as a public health problem. Some of the leading physicians in the 
State have taken part in this educational effort, which has been 
integrated with post-graduate medical instruction given by the 
New York State Medical Society through its committee on public 
health and medical education. The medical consultants recently 
employed will continue and extend the campaign for professional 
education, and will be available also for consultation with phy- 
sicians in the technical aspects of diagnosis and treatment. These 
consultants will give public lectures to selected groups. 

The training of the personnel necessary to carry on this work 
has been of importance also. Syracuse University organized this 
summer a special course in social hygiene for qualified public 
health nurses. More than seventy nurses are enrolled. During the 
' past year the State Department of Health has been assembling a 
small corps of well-qualified young physicians, who have been 
given intensive training both in the general principles of public . 
health and more particularly in the epidemiology of syphilis. 

It is proposed also to extend previous educational measures 
designed to reach the general public, particularly in the age groups 
most likely to be affected. In this the use of newspaper publicity 
and advertising and such methods as posting of informative 
placards in public washrooms and toilets will be used. 





THE RURAL PUBLIC HEALTH EXPERIMENT 
IN TING HSIEN, CHINA” 


by C. C. Cx’EN, M.D., M.P.H.” 


INTRODUCTION 


T= year a short statement, instead of a full report, is 
issued for three reasons. First, the year of 1934 was largely 
devoted to extension of methods that had been worked 
out in previous years. Very few attempts were made to initiate new 
activities. Second, the principles and methods of approach under- 
lying the activities of the Department in past years have been 
discussed at some length in previous reports and to date not 
enough time has elapsed to justify final conclusions. Finally, a 
statement of essential facts with graphic illustrations seems to 
be sufficient to keep our friends informed of the progress of the 
Department. 

The significance of the Ting Hsien experiment, particularly 
from the standpoint of applying medical knowledge within the 
socio-economic reach of the population, is recognized by the lead- 
ing medical schools in the country. In the year 1934, fourteen 
third-year medical students of the Peiping Union Medical College, 
eleven fourth-year medical students of the Hsiang-Ya (Hunan- 
Yale) Medical College, and two internes of the Shanghai Medical 
College spent in Ting Hsien three days, three weeks, and four 
weeks respectively. Of three Peiping Union Medical College 
fourth-year students who selected Ting Hsien for their regular 
clerkship training, one has joined the field of public health and 
another is contemplating doing so. 


1 With minor editorial changes, this is the fifth annual report of the Department 
of Public Health of Ting Hsien, published in Tinghsien, Hopei, China, March, 1935, 
by the Chinese National Association of the Mass Education Movement under the title, 
“Statement of Progress in 1934.” This report was not available in the United States until 
November, 1935. 

2 Head, Department of Public Health, Chinese National Association of the Mass 
Education Movement. The Department of Public Health has received financial and tech- 
nical assistance from the Milbank Memorial Fund since 1929. 
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The National Conference on Rural Reconstruction held Oc- 
tober 10, 1934, at Ting Hsien was attended by 150 delegates from 
governmental and private institutions from all parts of the coun- 
try. A special section of rural health was created and the Depart- 
ment of Public Health of the Ting Hsien experiment was unani- 
mously voted to lead in discussions. The methods of approach in 
the field of rural health and the underlying principles which 
have been systematically evolved at Ting Hsien were subject to 
consideration from different points of view, and, as a result, in 
general were accepted. 


ORGANIZATION 


The experience of the last three years has brought out the valid- 
ity of the present organization which is built upon the village 
Alumni Associations.’ With the rapid increase in the number of 
these Associations more requests are being received for initiation of 
health activities (Fig. 1). Those villages which have had health 
workers for two years have realized the value of these workers, 


and the latter have become a part of the every-day necessity of 
village life. At present there are eighty village health workers in 
the Hsien. 

Over the village health workers are now eight stations in the 
subdistricts. Three stations, including one in the City of Ting- 
hsien and two in the surrounding subdistricts of the City, are 
staffed each with a physician, a nurse, and a dresser. In each of 
the other five stations there is only a physician and a dresser. All 
the physicians, except one from the Peiping National Medical © 
College, are graduates of the Hopei Provincial Medical Col- 
lege at Paotingfu, a town fifty miles from the City of Tinghsien. 
In spite of the fact that the training of these physicians is inade- 
quate for the responsibilities of a subdistrict health station, their 


. ' Composed of alumni of the so-called “People’s Schools,” which have been established 
in the villages by the Chinese National Association of the Mass Education Movement. 
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Fig. 1. Comparison of the extent to which local health services were available 
to residents of Ting Hsien in 1932 and 1934. 


youthful minds have proved sufficiently flexible to permit the 
development of new attitudes and habits. Close connections be- 
tween the subdistrict stations and the District Health Center are 
maintained by means of regular telephone service, visits to the 
stations by members of the Center, occasional shifting of phy- 
sicians from stations to Center and, most important of all, by 
regular conference of all physicians of the Department every 
week-end. 

The amount of work in the District Health Center naturally 
grows with the expansion of subdistrict and village stations. The 
hospital, the laboratory, and the central supply have proved their 
value in assisting workers in the field. Experiments in health edu- 
cation methods of “Integrated Village Schools,” in teaching 
farmers to use birth control measures and in immunization against 
diphtheria with alum precipitate toxoid were carried on by the 
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members of the Center. In addition to coordinating and strength- 
ening the activities in the subdistrict and village health stations, 
the District Health Center may in the near future become an 
important center for the intensive training of rural medical officers. 

The following tabulation summarizes the duties and responsi- 
bilities of each of the three administrative units: 


District (through Health Center) 
Administration 
Health education 
Birth control 
Anti-narcotic work 
Sanitation and control of communicable diseases 
School health supervision 
District hospital 
District laboratory 
Training of physicians, nurses, and dressers 
Training of midwives 

Subdistrict (through Health Station) 
Supervision of health workers 
Popular health education 
School health 
Supervision of village “midwives” 
Preventive vaccinations 
Daily clinic (general) 


Village (through Health Worker) 
Popular health education 
Reporting of births and deaths 
Smallpox vaccination 
Reconstruction of drinking wells 
First aid (free service) 
Veterinary guidance 
VITAL STATISTICS 
Aside from the City of Tinghsien, in which an inspector is em- 
ployed to collect birth and death statistics from various sources, 
for the Hsien as a whole we still depend upon the village health 
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workers for statistical information. The eighty villages, with a 
population of about 120,000, have all begun to report births and 
deaths, but as most of them started late in the year they are not 
included in the present Table 1. Crude death rates in the registra- 
analysis. On the other pe on oe ang ai -_ aye 
hand, in the experimental sample village, 1933 and 1934. 
area where reporting has Per Cent 
been done for more than (14 Death Rates in Registration Area! 
three years the informa- 932 31.6 
tion has become fairly re- a ae 
liable, and as the informa- pj Rares? 
tion has been obtained by Tinghsien City, 1933 42.1 
the same persons in the Sample Village, 1933 35-7 
same places for this period sentslo Village = te 
it may be worth compar- p45 pares? 
ing. As shown in Table 1,  Tinghsien City, 1933 32.3 
the crude death rate for Sample Village, 1933 21.6 
the registration area has Sento Vi uae - = 
decreased during the past 

three years. One explana- 2 Population of combined areas 13,800. 

tion of the greater decline in the death rate in the City, shown in 
the third part of the table, may be the relatively greater accessibility 
of health services in the City. The death rates in 1933 and 1934 by 
specific causes, are shown in Figure 2. It will be noted, that in gen- 
eral the fall of specific death rates occurs in the controllable causes 
of mortality, while for two consecutive years smallpox has been an 


insignificant cause of mortality. 














HEALTH EDUCATION 


The importance of health education in a rural community can- 
not be over-emphasized. As in the past, this was carried on 


through various channels: 
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Fig. 2. Deaths from twenty-seven specific causes in the registration area of Ting 
Hsien, per 100,000 population, 1933 and 1934. 
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The Chinese New Year Exhibit. In a period of five days over 
19,000 people attended the exhibit in the District Health Center. 
In addition to different devices for health teaching, every quarter 
of the Center was open to the public. The visitors were struck by 
the general cleanliness of the building and by the disinfection by 
boiling of the clothes of patients. Eleven thousand pamphlets on 
control of smallpox and diphtheria were distributed. Five hun- 
dred illustrated booklets on maternal welfare were given out and 
explanations given to the illiterate women who attended the 
exhibit. 

Colored Posters. Last year every village health worker was given 
a set of colored posters. Each was held responsible for explaining 
the pictures to the People’s School Alumni and students in his 
own village. In this way it was found that over 8,000 young adults 
studied the posters during the year. Today these posters hang on 
the wall of the work place of every village health worker. 

Improvement of Selected Drinking Wells and Latrines. As a 
means to stimulate the population in sanitary consciousness, forty- 
seven drinking wells in the homes of village health workers and 
in a number of primary schools were reconstructed according to 
approved designs. Seventy-three pit latrines in the primary and 
normal schools were also remodelled. In general, the Health De- 
partment is responsible for only one-third of the expenses incurred. 

Cleanliness in School Children. The improvement of general 
cleanliness among the school children is obvious to every observer. 
A public bath room was constructed in the District Health Center 
the latter part of the year. In two months, 1770 free baths were 
given. Children marched two or three miles to take a bath at 
the Health Center. The children enjoyed the showers from the 
kerosene tin boxes so much that each time after bathing they 
asked their teacher when they could come back! 

Health Teaching. In comparison with previous years the attend- 
ance of school children at health classes increased greatly during 
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1932 1933 1934 





Preventive and Curative Services 
Smallpox vaccinations 1,020 3,401 9,148 
First-aid treatments by village workers 4,109 | 22,418 | 68,624 
Treatments given in schools for trachoma 26,435 | 48,575 | 95,580 
Treatments given in schools for tinea of the scalp 35444 7,073 | 26,162 


Attendance at Clinics and Health Classes 
At clinics in subdistrict health stations 22,126 | 26,764 | 41,929 
At health classes in schools 19,819 | 14,731 | 49,349 

Hospitalization 
Number of patients 224 418 515 
Number of patient-days of care 2,771 6,162. 72755 




















Table 2. Number of specified health services given residents of Ting Hsien, 
1932-1934. 


the year. This is shown in Table 2. Popular lectures on different 
aspects of personal and community hygiene were given at twenty- 
three Spring Fairs held in various parts of the Hsien. It is esti- 
mated that not less than 20,000 people listened to these talks 
which were illustrated with colored posters. 


CONTROL OF COMMUNICABLE DISEASES 


Smallpox is still the disease to control. In spite of its epidemic 
form in the surrounding hsiens for the last two years, the District 
of Ting Hsien has remained more or less free from the disease. 
The increasing use of anti-smallpox vaccination by the population 
is also shown in Table 2. In the three-year period, 1932-1934, a 
total of 31,785 vaccinations has been given. The effectiveness of 
our technique was tested each year and for the year of 1934 it 
was found to be 93.1 per cent. In other words, out of 1,175 pri- © 
mary vaccinations there were 1,094 “takes.” 

A word may be said on the control of communicable diseases 
in general. The control of epidemics, provided it is carried out on 
a sufficiently extensive scale, does more to impress the people with 
the effectiveness of scientific medicine than bedside treatments do. 
Methods of control must fulfill the following conditions: 
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They must be cheap. Each vaccination against smallpox in 
Ting Hsien now costs only 2.5 cents. 

They must be extremely simple and, under present condi- 
tions in China, safe enough to run the risk of having them 
undertaken by lay workers. 

They must be over 95 per cent effective. Any method which 
is less effective will fail. 

They must not produce apparent constitutional reactions. 
Local reactions are not objectionable and are, in some cases, 
welcome. But the public will not forgive marked constitutional 
reactions. 

On the basis of these criteria, we have concentrated our attention 
on smallpox and have recently begun to extend alum-precipitated 
diphtheria toxoid. From the difficulties in fulfilling all of the 
conditions mentioned, one can realize the limitations in the con- 
trol of many diseases by vaccination. The control of gastro-intes- 
tinal diseases through improved sanitation, for instance, can hardly 
be replaced by specific vaccination, although the latter is generally 
the first thing thought of in economically difficult conditions. In 
other words, eradication of important causes of mortality in rural 
China must take time and patience, and it is ridiculous to attempt 
to control many diseases at one time under present socio-economic 
conditions. 

MEDICAL RELIEF 


Medical relief is generally expensive, and it is difficult to measure 
results. The tremendous increase in the number of treatments 
given in the last three years is undoubtedly indicative that the 
community accepts them and is actually responsible for reducing 
the cost per treatment. About 50 per cent of the total budget of 
the Department is devoted to treatment of diseases, both general 
and specific, which include the chief causes of morbidity such as 
trachoma and tinea of scalp. In 1934, there were altogether 193,332 
treatments given by nurses and non-medical men, 41,929 treat- 
ments by physicians, and 7,755 patient days of hospitalization. The 
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per unit cost of each type of treatment may be estimated as follows: 
“Non-medical” treatment: 1 cent per treatment 
Physician’s treatment: 10 cents per treatment 
Hospital treatment: $1.50 a day 

On the basis of fifteen days per patient, the average cost of one 
patient in the hospital is around $23.00. Experience shows that 
this cost cannot be reduced very much if professional standards 
are to be adequately maintained. 

The availability of medical service to the community may be 
further illustrated by the types of treatment received by the de- 
ceased in the City of Tinghsien before death. In 1932, 81.4 per 
cent were treated by the old-fashioned methods and but 4.5 per 
cent received modern medical care. In 1933, the percentage receiv- 
ing modern medical care had grown to 27.8 per cent, with 48.4 

per cent receiving the old-fash- 
Trachoma | Tinea of Scalp ioned type of service; while in 
1934, 35.8 per cent received 
modern care and 39.8 per cent 
28.5 4-4 the old-fashioned type. 
The effectiveness of treat- 
56-9 ~ ments given by non-medical 
24.5 4-1 ‘ 
men in the schools may be 
22 shown by the decline of the 
a8 chief causes of morbidity each 
year. 











53-6 17-3 











MATERNITY AND CHILD WELFARE 
No other phase of health protection is more dependent upon 
the general progress of society than maternity and child welfare. 
Before people begin to appreciate the importance of mothers and 
children in relation to the welfare of the nation and before the 
community is rich and intelligent enough to seek technical assist- 
ance, it is difficult to expect rapid growth of maternity and child 
health activities. 
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Attempts have been made in Ting Hsien to train old “midwives” 
in the villages during the past four years. Out of the forty trained 
by members of the District Health Center not more than three are 
today working honestly without special supervision. One of the 
three is extraordinarily earnest and she alone delivered forty-five 
births in the year. In general, supervision of “midwives” in scat- 
tered villages is so hard that one may say it is impractical, and 
midwives working honestly without special supervision are rare 
exceptions to the rule. 

Young women who are related to old midwives present an 
attractive channel of approach. But their training must be thor- 
ough and requires considerable material for practice. Of the four 
young women who were trained last year, one delivered thirteen 
babies during the year, the rest only one or two. Time is too short 
to draw conclusions. 

The trained midwife in the District Health Center delivered 
forty-six babies at a cost of about $5.00* per baby. Antenatal and 
postnatal clinics were carried on as usual. 

Since the autumn of 1934, home visits were started in three 
large villages to teach people how to use birth control devices. 
Quinine suppository was found to be most convenient for the 
farmers. Of about 800 families approached, 125 were considered 
as in need of birth control. Thirty-four of the families consented 
to use birth control methods and eighteen have kept on using 
them for the last three months. Very careful records are being 
kept to find out possible answers to many problems regarding the 
future of birth control work in the rural communities of the 
district. 

In conclusion, our work in maternity and child health is still in 
its “trial and error” period. It is hoped that this period will soon 
pass. 


* All cost figures are based on Mexican dollars. On the day this article was released 
for publication, the Mexican dollar was quoted in Shanghai at thirty cents in United 
States currency. 
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COST 


Sufficient time has passed for the Department to report its per 
unit cost of organization and activities: 


Village Health Station 
Average annual remuneration $ 6.00 
Average cost of drugs and vaccine per worker 10.00 
Posters and others 50 
Total cost per worker per annum 16.50 


Subdistrict Health Station 
Average salary per station $600.00 
Drugs and other supplies 150.00 
Wage of attendant 120.00 
Miscellaneous 100.00 
Total cost per subdistrict station per year 970.00 


District Health Center with a hospital of 45 beds 
Salaries $12,000.00 
Drugs and supplies 2,000.00 
Coal, light, and water 2,400.00 
Wages 1,600.00 
Food for patients 2,000.00 
Miscellaneous 1,000.00 
Total cost of District Health Center 21,000.00 


The per capita cost to the general population may be calculated 
in the following manner: 


For village work—$16.50 per 1,000 people 1.65 cents 
For subdistrict health station—$g70.00 per 30,000 3.23 cents 
For District Health Center—$21,000 per 500,000 4.20 cents 
Per capita cost per annum 9.08 cents 


DISCUSSION 


So far as experimentation in methods of applying medical 
knowledge in rural China is concerned, it now seems clear that 
the three parts of a hsien health protection system, i.c., the village 
health station, the subdistrict health station, and the District 
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Health Center, are essential. Consideration of the relative impor- 
tance of these units reveals that the subdistrict health physicians 
are the key persons of the system. The value of the District Health 
Center and of the village health workers may be maintained and 
enhanced provided the subdistrict health stations are functioning 
efficiently and economically. Without adequate subdistrict stations, 
the village health workers, because of lack of close supervision and 
constant encouragement, may lose their interest and confidence, 
and the District Health Center, because of the difficulties of trans- 
portation, will be accessible to only a very small proportion of the 
population. Consequently, considerable attention was given this 
year to the study of the subdistrict health stations. 

An analysis of the addresses of 10,000 patients who attended the 
clinics of subdistrict health stations for treatment shows that with 
the exception of the subdistrict station in the City of Tinghsien, 
go per cent of the patients came from an average distance of 8 to 
9 i.° The station in the City draws patients from a radius of 15 i 
(five miles). In an area which has a diameter of about 15 /: there 
are generally twenty-five to thirty villages with a population of 
about 25,000. A physician in the station of such an area will be 
able to supervise about fifteen village health workers, conduct a 
daily clinic for diagnosis and treatment, carry on health educa- 
tion in the community, and lastly give preventive vaccinations. If 
the schools in the area are included for organized health work, the 
addition of a trained nurse is necessary. On account of economic 
difficulties and of inadequate training on the part of the phy- 
sicians, the proper and full utilization of a nurse by the physician 
in the station is no easy task. Subdistrict health stations without 
well-trained nurses probably will be the most popular type of 
organization in the near future, and this means that the physicians 
will be the only individuals to depend upon. Thus the question of 
training physicians to staff subdistrict health stations will be very 


5 One i is approximately one-third of a mile. 
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serious if one wishes to extend a general system of health pro- 
tection for the country as a whole. 

At present, no single medical school in the country is assuming 
the responsibility of producing physicians for subdistrict stations. 
The leading medical schools in the country have become so highly 
technical and specialized that their training cannot be considered 
as giving the essential minimum for “a practitioner of general 
medicine in terms of public health.” The provincial medical 
schools, inadequately equipped and staffed at present, must be the 
logical sources of general physicians in this generation. Unless 
these provincial medical schools take an interest in the training of 
needed personnel, there will be no hope of developing rural health 
work in this country. But, unfortunately, this line of practical 
thinking is quite a departure from the traditional ways of con- 
ducting higher education, and a change of mind toward realities 
may take a long time. 

Therefore, this year special effort was made to develop the best 
possible relationship between provincial medical schools and the 
Department. Both the Hunan-Yale Medical College, the provincial 
medical school of Hunan, and the Paotingfu Medical College, the 
provincial school of Hopei, reacted very favorably. As one of the 
results, all the physicians of the subdistrict stations that were 
established in 1934 were recruited from the Hopei Provincial 
School. 

In view of the obvious inadequacy in the training of the pro- 
vincial medical graduates, the Department was obliged to offer 
opportunities in rural health for supplementary training. Observa- 
tions in Hunan, Shantung, and Kiangsi, where rural health work 
has been started, bring out the urgency of such training. It seems 
clear that the Department must try to meet this special need if it 
has any wish to extend the scheme that has been worked out in 
the Ting Hsien experiment. 

As a matter of fact, many institutions are asking the Depart- 
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ment to supply them with trained personnel, especially physicians 
to take charge of subdistrict health stations. If the Department 
continues to be unable to make positive answers, the experience 
gained so far in methods of approach will be sterile. One may 
therefore take the present occasion to call the attention of the 
readers to the fact from now on the Department will be primarily 
concerned with the training of medical personnel, supplementary 
in nature for the time being. 
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EPIDEMIOLOGY OF WHOOPING COUGH* 
IN A RURAL AREA 


by Rate E. WHEELER, M.LD., D.P.H. 


Ill. HISTORIES OF PREVIOUS ATTACK 


|: outlining the method of study, it was observed that at the 


outset the positive and negative histories of individuals with 

respect to communicable disease were recorded. As in the 
case of current attacks, the informant for these histories of past 
attack in a given family or household was usually the housewife. 
At the end of the study the histories of each individual were 
rechecked and it is felt that, particularly for the younger persons, 
the records are as accurate as it was possible to make them. In the 
case of whooping cough, positive history data should be more 
reliable than in the case of diseases such as measles or scarlet fever 
whose differential diagnosis is more complicated, for the char- 
acteristic whoop makes the lay and professional diagnosis of 
manifest attacks quite simple. The prolonged and sometimes spec- 
tacular course is also less likely to be forgotten. It should, however, 
be borne in mind that this type of information can be no more 
accurate than the memories of the persons who furnish it. 

1. The Significance of Positive History Data. The data are im- 
portant in any study of the epidemiology of whooping cough in 
part because it is known that a very large proportion of the 
persons attacked by the disease become immune. Thus of the 280 
cases in the present study only thirteen were known to have had 
a prior attack and in only six was the prior history unknown. For 
persons under 20 years of age—the group whose histories are con- 
sidered to be most accurate—the incidence rates are shown in 
Table 7. The relatively low rate of 2.1 per 1,000 among individuals 
with positive history indicates a fairly high degree of immunity 


*From the Milbank Memorial Fund. The first two sections of Dr. Wheeler’s mono- 
gtaph were published in the October, 1935, issue of the Quarterly, xiii, No. 4, pp. 366-38c. 
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or, if it is maintained that the immunity conferred by an attack 
is absolute, a relatively low error in the recording of histories, 
After the age of 20 years, the value of a positive history as evidence 


of unity to de- Table 7. Incidence of whooping cough in 


cline rapidly with age. persons under 20 years of age according to 
‘ history of prior whooping cough attack, Cat- 
Seven out of the sixteen taraugus County, 1929-1932. 




















- with known history History of Rate per C Person-Years 
in this latter group were Previous Attack} 1,000 Observed 
recorded as having had 8 sora “on nile atm 
prior attack. Whether this 

ad . 1] Positive 2.0 6 2,950 
is due to inexact recollec- Negative 97.0 ass 2587! 
tion on the part of the in- Usknown 21.9 3 | 337 








1 Person-years of individuals with tive his- 
formant, to the fact that on ee 2 ee ee 


the immunity conferred STS pee sun! eno oly ile 
by an attack isnot lasting, “*"**"* 
or to a combination of these factors, is uncertain. 

Whatever may be the limitations of positive history data as 
indices of the immune status of individuals, they do offer an alter- 
native means for studying the prevalence of manifest whooping 
cough and for checking results obtained by other methods. 

The preliminary gross data on recorded histories of attack in the 
Cattaraugus survey have been presented by Sydenstricker and 
Collins.** These authors give the percentages of individuals who, 
at the start of the survey were recorded as having had whooping 
cough, and compare them with similar urban figures with par- 
ticular reference to Hagerstown. They show that although these 
percentages increase with age somewhat less rapidly in Cat- 
taraugus than in the City, they tend to reach approximately the 
same figure for individuals 20 years of age and over. 

When the history data for Cattaraugus were later checked with 
the informants in each household, there were slight changes and, 


18 Sydenstricker, Edgar and Collins, Selwyn D.: Age Incidence of Communicable 
Diseases in a Rural Population. Public Health Reports, United States Public Health 
Service, January 16, 1931, xlvi, No. 3, p. 100. 
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for this reason, as well as to give more detailed figures, the per- 
centages of individuals who at a given age were recorded as 
having had whooping cough at any time prior to that age are pre- 
sented again in Table 8. 

The manner in which the percentage with positive history of 
attack at age 20 may be used in checking the observed incidence 
has been outlined above. A more detailed comparison may be 
made, as Henderson and Collins** have shown, by either differ- 
encing the positive history percentages at each age and comparing 
the resulting figures with the age-specific incidence expressed in 
per cent, or by cumulating the latter and comparing it with the 
history percentages age by age. The method of cumulating the 
observed incidence has been followed in the first column of 
Table 8 and compared graphically with the curve of positive his- 
tory percentages in Figure 4. Because the history data center on 
the stated age, whereas the incidence data center between the given 
ages, the correspondence between the two is more evident in the 
graph than in the table. It will be seen that the history figures are 
in general somewhat below the cumulated incidence, but that 
they show a fair agreement at the younger and older ages. Dis- 
crepancies may be due to one or more of three possibilities: (1) an 
incidence above the normal for the period of the survey; (2) a 
recent trend toward a younger age-incidence; and (3) a tendency 
on the part of the informants to understate the histories at younger 
ages. In explanation of the differences, under the age of one year, 
it should be recalled that whooping cough tends to recur in cycles 
and that infants might be expected to show relatively small pro- 
portions with prior history just before an epidemic occurrence. 
Such differences should, however, not persist for as long a period 
as the differences between these two sets of figures do. 

14 Henderson, E. C.: A Census of Contagious Diseases. American Journal of Public 
Health, September, 1916, vi, No. 9, p. 971. 

15 Collins, S. D.: Age Incidence of the Common Communicable Diseases of Children. 


Public _— Reports, United States Public Health Service, April 5, 1929, xliv, No. 
14, p. 763. 
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whom a history of an attack of whooping cough prior to the beginning of the 
survey was obtained and comparison with cumulated observed incidence per 
hundred, Cattaraugus County, 1929-1932. 
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Fig. 4. Comparison of per cent of persons with positive history of whooping 
cough and cumulated incidence (per hundred) at ages under twenty-five years, 
Cattaraugus Morbidity Survey, 1929-1932. 

It is evident that the history and observed incidence data do not 
entirely agree and that further information is needed to explain 
the lack of correspondence. The history data do show, however, 
certain detailed epidemiological facts which agree with the inci- 
dence observations. Thus the older age incidence of Cattaraugus 
whooping cough in comparison with that in Hagerstown is indi- 
cated by the slower rise of the rural history percentages with 
advancing age, a fact which was, as has been said, pointed out by 


Sydenstricker and Collins.’* It was noted above that these differ- 
18 Loe. cit, 
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Table 9. Per cent of persons in the farm and in the village surveyed populations 
for ee eens ee UD Sine ep obtained prior to the 
beginning of the survey, August, 1929. 


ences in age-incidence associated with concentration of popula- 
tion could be demonstrated in the area itself, the farm sections 
tending to have an older age-incidence than the villages. This 
same fact may be deduced also from the history data as shown by 
the slower rise of the “farm” percentages in Table 9 and Figure 5. 

A further corroboration of the incidence data is found when 
the percentages with positive history are obtained by sex, as has 
been done in Table 10. Here the same slight but fairly consistent 
differences are noted as in the observed sex-specific incidence rates. 
Henderson™ and Collins** by similar studies on histories of school 
children have shown a slight but consistent excess of percentages 
with prior history in females. 

It may be concluded that the history data in Cattaraugus rather 
closely parallel the observed incidence data. It should be ob- 
served, however, that unusual care was exercised in recording and 
checking the histories of attack. Possibly very advantageous con- 
ditions for collecting the information have minimized the errors 


which others have found in this type of data.*® Properly carried 

17 Loc. cit. 

18 Collins, S. D.: Past Incidence of Certain Communicable Diseases Among Children. 
Public Health Reports, United States Public Health Service, June 27, 1924, Xxxxix, 
Part I, p. 1553- 

19In an article on the control and prevention of whooping cough (The Medical 
Officer, October 20, 1923, p. 181), Sajet and Gelderen note that the information ob- 
tained from an enquete of school children seemed unreliable. 
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out, this form of study will be found to give far more useful results 
than do the official notification figures as ordinarily obtained in 
this country, and the expense of conducting such a study is, of 
course, considerably less 
than that of periodic 
house-to-house canvass 
to determine current in- 
cidence. 60- 
2. The Significance of 
Negative History Data. 
If the positive history at 
ages under 20 years may 
be accepted as an indica- | 20- 
tion of immunity, it can- 
not be so definitely stated 
that a negative history is | ~* 5 10 15 20 
good evidence of suscep- 
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Fig. 5. Per cent of persons in the farm and 


tibility. Sydenstricker” 
has observed that there 
appears to be an immu- 


in the village surveyed populations for whom 
a history of an attack of whooping cough was 
obtained prior to the beginning of the survey, 
August, 1929. 





nizing factor, aside from an overt attack of whooping cough, which 
becomes increasingly manifest with increasing age. The evidence 
for this is found in the fall of the incidence rate for persons without 
previous history of whooping cough in attacked families in Hagers- 
town from go per cent at early ages to 25 per cent at ages 13 and 
14 years. 

Stocks” has given evidence to suggest that there may be a “tem- 
porary latent immunity” in some persons with no history of 
attack, and he also mentions a possible “inherent immunity” in 
such individuals, which is, presumably, permanent. The evidence 


20 Sydenstricker, E.: Effect of a Whooping Cough Epidemic Upon the Size of the 
Non-Immune Group in an Urban Community. Milbank Memorial Fund Quarterly 
Bulletin, October, 1932, x, No. 4, pp. 302-314. : 

21 Stocks, Percy: On the Epidemiology of Whooping Cough in London. Journal of 
Hygiene, 1932, xxxii, p. 581. 
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Table 10. Per cent of persons of each sex in the surveyed population for whom 

a history of an attack of whooping cough prior to the beginning of the survey 

was obtained, August, 1929. 
for the temporary immunity is found in variations in the ratio of 
secondary to total cases in attacked households and in the subse- 
quent incidence of whooping cough in children with no history 
of prior attack who escape infection when it first occurs in their 
households. 

The use of the term “susceptible” as a designation for those 
with no history of attack may, therefore, appear ill-advised. How- 
ever, it should be noted that both the observations of Sydenstricker 
and those of Stocks were made on children in urban families. The 
secondary attack rates of the households in Cattaraugus, to be 
given below, suggest that relatively few of these rural children 
under 15 years of age in an attacked household escape the disease 
if they have never before had it. It should also be observed that 
there is relatively little decline in the attack rates shown in Table 5 
until after the fifteenth year. The age incidence of the immunity 
noted by both these writers would appear, like the age incidence 
of overt attacks of whooping cough, to be somewhat retarded in 
Cattaraugus. The convenient term of “susceptible” is, therefore, 
retained for these children although it is not one which can be 
generally used. 

The proportion of “susceptibles” at the beginning of each of 





E; 


& & Ee 


sae | 


SEF&SBRSESTSMmMeAST PSeTess 











Epidemiology of Whooping Cough in a Rural Area 89 


the six-month periods of the study is known. The variations in 
this figure for children under the age of fifteen years in the area 
as a whole as well as in the villages and on the farms are given in 
Table 11, and shown graphically in Figure 6 together with the 
total cases occurring in each six-month period. The two largest 
villages in the area were both attacked within the first year so that 
the percentages fell quite rapidly in the village population. Out- 
breaks in the farm population were less extensive, being usually 
confined to portions of townships, so that the general level of the 
farm percentages was more uniform. 

Although outbreaks of whooping cough were seldom limited 
by civil boundaries, the proportions of “susceptibles” in smaller 
subdivisions of the area may be found of interest. Ashford and 
Ellicottville townships had not, in general, been attacked for sev- 
eral years and showed very similar percentages when the survey 
began—65 per cent in the farm areas and 55 per cent in the vil- 
lages. During the outbreaks of the first year these fell in Ashford to 
48 and 35 per cent respectively, and in Ellicottville to 50 and 40 
per cent. Although Ashford was, in proportion to its population, 
more severely attacked, it underwent another epidemic before the 
end of the survey which brought the percentages down still fur- 
ther. Ellicottville, on the other hand, showed slowly rising per- 
centages until, at the end of the study, practically the original 

Tabie 11. Percentages of “‘susceptibles” under fifteen years of age recorded at 


six-month intervals in the survey area as well as in the farm and village sections, 
Cattaraugus County, 1929-1932. 

















INTERVAL Arga a8 A WHotz| Farm Sgcrions VILLAGES 
August 1, 1929 56.2 56.2 56.4 
February 1, 1930 52.6 §2.2 54-2 
August 1, 1930 49.6 52-3 38.8 
February 1, 1931 50.0 52-4 40.6 
August 1, 1931 54.0 56.1 45.8 
February 1, 1932 54-2 56.0 47.0 
August 1, 1932 50.01 52.01 45-0! 








1 Figures at the very end of the study were estimated. 
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figures were reached. It then experienced another outbreak after 
the survey was completed. 

Humphrey, a purely farm township, had been attacked two 
= years before the survey 
pe started and showed a 

“susceptible” percentage 
of 55—a somewhat lower 
figure than that of the 
farm sections of the two 
foregoing townships. As 
no cases were recorded 
here at any time during 
the study, this area 
showed steadily rising 
figures until, at the end, 
they had reached 65 per 
cent. Humphrey was at- 
pre er re ree tacked again a year after 


FEes.l, 
——————T! the closeef the survey. 


Fig. 6. Percentages of “susceptibles” under 
years of age recorded at six-month in- Great Valley and 


tervals in the survey area as well as in the farm Mansfield, both largely 

and village sections, and number of cases in 

each interval, Cattaraugus, 1929-1932. farm townships, had had 
several outbreaks a few months before the beginning of the survey 
and both showed initial percentages of 48. In both there occurred 
sporadic localized outbreaks, rather more in Mansfield than in 
Great Valley, so that the terminal figures were 50 per cent and 55 
per cent respectively. 

The farm areas were seldom able to maintain for long “sus- 
ceptible” percentages above 60 or 65, and outbreaks would reduce 
these to 45 or 50 per cent. Village percentages above 50 were sel- 
dom maintained and the figures here, following outbreaks, would 
sometimes fall to 35 per cent. As outbreaks in villages were more 
likely to be generalized than those in farm sections, a difference 
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in the level of percentages in the two types of population might 
be expected. This may be one factor in determining the older age 
incidence of farm cases. 

In the small city of Hagerstown, Sydenstricker” observed that 
the percentages of “susceptibles” fluctuated between 33 and 41 per 
cent. These figures are evidently still lower than the villages ones 
quoted above. It is obvious that the prevalence of whooping cough 
in a community is by no means solely related to the proportion 
of “susceptibles” in it. Other factors undoubtedly have to be con- 
sidered, and among these, the possibilities for contact or the rela- 
tionship of individuals to one another would appear to be of the 
greatest importance. These will be reviewed, so far as the data 
permit, in the ensuing section. 

22 Loc. cit. The method followed by Sydenstricker in determining the percentages 
at six-month intervals was to add to the initial figures for “susceptibles” the births in 
the interval and subtract the cases, deaths, and children reaching the fifteenth year. 
The same adjustment was made of the present data. Sydenstricker subtracted an addi- 
tional one-fifth of the cases because that number appeared to have acquired immunity 
without overt attack. This last step was not taken in the present instance because, as 
explained above, the factor of immunity without overt attack did not appear in the 


Cattaraugus data until considerably later than in Hagerstown. The figures are changed 
only 1 or 2 per cent when this last subtraction is made. 


(To be continued) 
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“RHEUMATISM” AND ARTHRITIS 


C7) HEUMATISM,” as a subject for review does not sound like the 

happiest of prospects. To the layman the term may well suggest 
dark days, wet feet, and mustard ‘plasters. To most practicing phy- 
sicians also come impressions which are no brighter, for the term 
“rheumatism” includes a group of diseases which are difficult to classify, 
difficult to understand, and very difficult to treat. Neither do thoughts 
of these diseases gladden the hearts of public health workers for, as 
yet, there is little knowledge which can be practically applied for their 
control or prevention. This is the pessimistic side of this problem. For 
the optimistic side, we have to turn to that well-worn and over-worked 
dictum that rheumatism is a challenge to the medical profession in 
much the same manner as is cancer. It presents a long list of problems 
which seem to demand solution and, to say the least, the efforts of those 
who have tried to solve some of them should arouse our respect and 
interest. 

Some idea of the havoc wrought by these diseases may be gained 
from the estimate that: “Chronic arthritis, the most common form of 
‘rheumatism,’ is the greatest single cause of disability in temperate 
climates, and it produces more pensionable invalidism than any other 
condition except cardio vascular disease in old age.” The extent of this 
menace to human health has been recognized by an international body 
known as the Ligue Internationale contre le Rhumatisme, in affiliation 
with which the American Committee for the Control of Rheumatism 
has been working. In spite of the large amount of work which has 
been done in the United States, Canada, and Great Britain, no sys- 
tematic review of the existing literature on the subject has been available 
in the English language. To meet this need, the American Committee 
recently arranged for the preparation of a synopsis of the significant 
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current English and American papers on “rheumatism” and arthritis.* 

Primarily, we cannot consider the subjects covered by this synopsis 
or review without defining the term “rheumatism.” This vague word 
has been used for four hundred years by physicians who wanted a 
blanket term to cover certain aches and pains involving muscles, ten- 
dons, and joints. Joint afflictions had, of course, been recognized for 
more than four hundred years, and have been designated as such by 
the more specific term arthritis. But, when confronted with a patient 
complaining of pain in the shoulders or knees, both ancient and modern 
physicians have often experienced difficulty in deciding whether the 
trouble was actually within the joints, around the joints, or in regional 
muscles, nerves, or tendons. Some word or diagnostic term seemed 
necessary to cope with situations of this kind, and, as a result, the 
broader term “rheumatism” was coined. It was rapidly accepted and 
is now a household word because it seemed to satisfy the patient’s con- 
cern and the doctor’s conscience. In fact we cannot yet afford to 
eliminate the word “rheumatism” because the conditions to which it 
refers are still sufficiently obscure to require a vague or blanket term. 

In the review by the American Committee, the list of different con- 
ditions or illnesses which now fall under the terms “rheumatism” and 
arthritis is a long one, including about thirty major conditions and 
many variant types of these major groups. The proper arrangement 
of these conditions in any given classification has represented a difficult 
task and of this fact the authors have been well aware. They state: 
“Just as with religion, politics, or prohibition, the subject of the nomen- 
clature and classification of the chronic arthritides arouses vociferous, 
even acrimonious debate.” It may suffice to say that their classification 
and differentiation of these various kinds of “rheumatism” or arthritis, 
has been based as far as possible upon the types of underlying disease. 
This is not entirely satisfactory, but it singles out certain conditions 
which by virtue of their cause being known may be eliminated from 
the present discussion. Tuberculosis of the bones, for instance, may 
penetrate into the joints thus giving rise to a specific type of arthritis, 
so-called tuberculous arthritis. Similarly, certain other known infec- 
tions may produce their own specific types of arthritis, their nature and 


1 Hench, P. S.; Bauer, W.; Fletcher, A. A.; Ghrist, D.; Hall, F.; and White, P.: 
The Present Status of the Problem of “Rheumatism”; A Review of Recent American 
and English Literature on “Rheumatism” and Arthritis. Annals Internal Medicine, April, 
May, and June, 1935, 8: pp. 1315, 1495, and 1556. 
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treatment, whether curative or preventive, being dependent upon the 
causative disease. We will not be concerned here with this group, our 
present interest in the subjects reviewed being rather with a group of 
so-called non-suppurative types of arthritis, in most of which, little is 
known of the underlying disease. Of these there are six or seven major 
conditions which by and large represent most of those illnesses embraced 
by the terms “rheumatic conditions” and “rheumatism” as they are 
employed in this country.” These conditions are: 


Traumatic diseases of the joints 

Rheumatic fever 

Chronic arthritis 

Atrophic arthritis 
Hypertrophic arthritis 

Gout 

Fibrositis 
Actual figures on the prevalence of the conditions in this list, collected 
by authors from different parts of the world, will not be transcribed, 
for, owing to the present lack of generally accepted diagnostic standards, 
they are probably not very accurate, and furthermore they cannot be 
readily interpreted unless related to statistics dealing with the local 
prevalence of other diseases. From the sickness survey conducted in 
Hagerstown, Maryland, it was found that rheumatism was responsible 
for more illnesses than any other disease of long duration, and this 
would seem to be a generalization which might well hold within most 
temperate climates. There is no question as to the large amount of 
disability produced by these conditions. This is partly due to the 
chronicity, or long duration of the attacks, a characteristic of conditions 
associated with lesions involving bones or their adjacent tissues. It is 
also due to the obvious fact that any mild disease producing lesions, 
however slight, which interfere with bodily movements is markedly 
incapacitating; and by no means the smallest part of this state of 
incapacity is the feeling of frustration that goes with it. 

Besides the disabling features there are certain other features which 
most of these non-suppurative types of arthritis have in common. Men- 
tion has already been made of the fact that as a group their cause and 
nature is poorly understood and in several, one encounters the same 


2 The use of the term “rheumatism” may have a different connotation in England for 
acute rheumatism is the term employed in that country to designate rheumatic fever. 
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interminable difficulties in deciding whether they are infectious or 
metabolic in nature. Another feature is the fact that exposure to cold 
damp weather predisposes in some unknown way to several of these 
conditions. As such, their prevalence is increased in temperate, as 
opposed to tropical climates, particularly among industrial workers who 
are exposed to dampness. Still another conimon feature (and this also 
applies to the suppurative arthritides) is the fact that trauma or injuries 
as from a blow or strain often seem to be direct or indirect factors in 
precipitating symptoms. 

Brief descriptive notes of the six conditions from our list follow. They 
represent an abstract of the more detailed information in the original 
review. 


Traumatic Rheumatism. This is not a sharply defined set of con- 
ditions, for, although trauma from single or repeated minor injuries, 
or strains associated with abnormal posture plays an important 
réle in producing arthritis, it may also aggravate an already existing 
arthritis. Thus it becomes an indirect factor in a variety of types of 
arthritis such as suppurative arthritis following osteomyelitis, the 
acute arthritis of rheumatic fever, and hypertrophic arthritis. Interest- 
ing experiments have recently been performed to show that if an 
injury to a joint involves the cartilage (the most vulnerable tissue of 
the joint) and the joint continues to function, then hypertrophic 
arthritis will ensue. It is nature’s method of “healing” (or responding 
to the injury of) a delicate tissue which is difficult to repair. 

Types of traumatic rheumatism which are considered the direct 
result of occupational and recreational strain include, “housemaid’s 
knee,” “tennis elbow,” et cetera. Here something has already been 
accomplished in the line of prevention, perhaps more than in most 
other types of “rheumatism.” Such preventive measures have been 
developed in various industries and deal for the most part with 
questions of clothing, advice of a general hygienic nature, and 
protective devices to relieve trauma during the performance of 
specific types of labor. 

Rheumatic Fever. (Synonyms: Acute Inflammatory Rheumatism, 
Acute Articular Rheumatism, et cetera.) This is an important and 
well-known disease, common in temperate climates. It is differen- 
tiated from most of the other types of rheumatism under discussion 
by virtue of the fact that it attacks individuals of a younger age 
and that it is more obviously a systemic disease of which joint symp- 
toms are a local but spectacular manifestation. The joint involve- 
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ment in rheumatic fever is not serious and although symptoms may 
persist for months joints are seldom permanently damaged. On 
the other hand a much more serious aspect of rheumatic fever exists 
in the heart disease which so often accompanies it. 

Rheumatic fever presents problems which are a little different 
from other types of “rheumatism,” in the same manner that tuber- 
culous arthritis also presents problems which are peculiarly its own. 
Its highest prevalence is found among the poorer classes of people 
living within cities, but there is no explanation as to why this is 
so. It is probably an infectious disease in which streptococci play 
direct or indirect réles in precipitating its active phases. Very little 
has been accomplished in the way of controlling its prevalence but 
a great deal of work on the influence which climate, diet, and 
sanatorium care may have on the course of the disease is now in 
progress. 

Atrophic Arthritis. (Synonyms: Infectious Arthritis, Rheuma- 
toid Arthritis.) This serious and common condition may appear 
at any age, but generally does so between the ages of 20 and 40. 
The majority of young adult and middle-aged individuals who are 
“crippled for years from arthritis” suffer from this type of illness. 
It is a very chronic condition with periods of quiescence and 
activity. Associated and often preceding the insidious development 
of joint symptoms are evidences of mild systemic disease such as 
loss of weight, fatigability, and nervous irritability. Sometimes 
the course of the disease may be short and there may be no residual 
disability, but on the other hand it is one of the most disabling 
of the arthritides, in that destruction, deformity, and permanent 
loss of motion of joints may result. The type of damage inflicted 
consists in thickening of the joint lining and decalcification of the 
underlying bone. The cause and nature of these lesions have so 
far resisted elucidation in spite of the enormous amount of effort 
which has been expended in that direction (twelve pages in this 
review are devoted to various etiological theories). The care and 
treatment of patients suffering from this condition is one of the 
most difficult in the field of medicine and in emphasizing the 
magnitude of the therapeutic problem the reviewers have justifiably 
quoted the slogan, “Know arthritis and one knows medicine.” 
Unfortunately the disease is generally well under way before it is 
recognized and this is always a handicap to the physician. No at- 
tempt will be made to review the long list of procedures which 
are either considered harmful or of value in the treatment of 
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atrophic arthritis (twenty-one pages are devoted to it in this review). 

By and large the impression gained from this part of the review 
tends to dispel the pessimistic view held by many patients, in- 
deed by many physicians that, “Nothing can be done for atrophic 
arthritis.” Good results have been obtained by various means. 
However, it does not seem as if quite so much weight were being 
placed upon the administration of vaccines or the removal of “foci 
of infection,” such as teeth and tonsils as there would have been 
if this review had been written a decade ago. A word may be 
said about clothing and climate. The statement is made that 
arthritic patients tend to wear heavy underwear and extra clothing 
in an effort “to keep out the weather,” thus tending to induce a 
sodden condition of the skin. Light, porous, and loose-fitting 
clothing is a therapeutic recommendation. From the data at hand 
it is difficult to determine the value of a warm and dry climate in 
relieving arthritis, but it may play a more obvious réle in pre- 
vention than cure. A striking absence of arthritis has been reported 
among Indians of the Tucson Desert. The field of prevention in 
this disease is, however, certainly still undeveloped. 

Hypertrophic Arthritis. (Synonym: Osteo-arthritis.) This is es- 
sentially the “rheumatism” of old age, rarely appearing before the 
age of 4o. It is a relatively benign condition in comparison to 
atrophic arthritis but the acute disability it produces may be very 
appreciable. The character of the damage consists of degeneration 
of the cartilage and proliferation of bone about the margins of the 
joint. Such lesions do not usually go on to cause actual immobili- 
zation of joints except to some degree in the spine, where bony spurs 
may coalesce and thus bridge the gap between individual vertebrae. 
The nature of hypertrophic arthritis is probably bound up with 
the physiology of senescence. Preventive measures are unknown. 


Gout. From the section dealing with gout we learn that it had 
been looked upon as “an almost extinct disease” until Hench and 
others called attention to the fact that it is more common than is 
usually believed, many cases being missed through mistaken diag- 
noses. Gouty arthritis is said to be the only definitely recognizable 
form of “metabolic arthritis,” that is, arthritis due to deranged 
physiological processes rather than to infection. It results, in part 
at least, “from a disordered purine metabolism” and as such an 
important part of its treatment and prevention is dietary. 

Fibrositis. (Synonym: Muscular Rheumatism.) As both of these 
names imply, this condition does not affect joints per se, but the 
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former name is preferable because it is an affliction of fibrous tissue 
which may be localized anywhere in the body although it is 
particularly common around the joints. Various writers include 
under fibrositis such manifestations as lumbago, wry neck, et cetera. 
It is perhaps the commonest form of “rheumatism” and although the 
least serious, it may temporarily be very incapacitating. “With atrophic 
and hypertrophic arthritis it makes up the three great types of chronic 
rheumatism,” representing from 10 to 55 per cent of the cases of 
“rheumatism” encountered in clinic or other types of practice. 
It is more common among men than women, and among miners 
and outdoor workers than others. Its pathogenesis is obscure 
but exposure to cold and dampness are recognized as predisp»sing 
factors. Methods of handling these cases fall along the same lines 
as in atrophic arthritis. Nothing is mentioned as regards its 
prevention. 


J. R. Paut, mo. 


FIFTY FRUITFUL YEARS 


IR ARTHUR NEWSHOLME’s latest work’ bears the sub-iitle, “A Personal 

Narrative with Comments,” but it is by no means a biography in 

the ordinary sense of the term. It corresponds to Duclaux’s Pasteur 

rather than Vallery-Radot’s. It is the precious concentrate of a long life 

of inspiring leadership in the field of public health; but the word 
“Newsholme” does not appear in the index of proper names. 

This volume carries the story up to 1909, including the period when 
the author served as Medical Officer of Health for Clapham and 
Brighton and up to his appointment as the Chief Medical Officer of 
the Local Government Board. The first chapters include excellent 
thumb-nail sketches of certain pioneers who directly or indirectly 
influenced the public health movement in the late Nineteenth Century 
such as Chadwick, Simon, Farr, Southwood, Smith, Budd, John Snow, 
Benjamin Ward Richardson, and Pettenkofer. Later sections deal with 
three major public health problems, the control of infectious disease (in 
particular, scarlet fever, diphtheria, typhoid, rheumatic fever, and tuber- 
culosis), vital statistics as a basis of public health work, and the safe- 
guarding of development and growth. In each of these fields, News- 


1 Newsholme, Sir Arthur: FIFTY YEARS IN PUBLIC HEALTH. Vol. I. London, George 
Allen and Unwin, 1935. 415 pp. 15 shillings. 
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holme traces the evolution of our modern viewpoints, citing in detail 
evidence accumulated from his own rich experience. To the student of 
the history of public health this volume wiil prove invaluable and to 
every worker in the field the study of its pages will bring a stimulated 
critical faculty and a keener insight into the problems of the present day. 

C.-E. A. WINsLow, DR. P.H. 


NEGRO INTELLIGENCE AND SELECTIVE MIGRATION 


OWEVER scant our knowledge on the subject of selective migra- 
H tion, the question is very important when we consider (1) the 
increasing urbanization of the population and (2) that birth rates in 
cities are too low to maintain the urban population. If the cityward 
migration tends to remove the most able individuals from rural areas 
and to place them in urban districts where birth rates are low, the 
process is one which will affect at least the cultural heritage of the next 
generation. If hereditary factors are involved, the problem runs deeper 
and is of more lasting consequence. 

There is no doubt of the selectiveness of migration in respect to 
easily ascertained facts such as age and marital status. Occupational 
selections are sometimes inherent in specific migrations. However, evi- 
dence is sketchy on the question of selectiveness with regard to mental 
ability in its social or biological ramifications. 

Without essaying a general answer to the above question, Klineberg’s 
NEGRO INTELLIGENCE AND SELECTIVE MIGRATION* presents an interesting 
and concise account of the methods used and results secured from 
studies of migrant and non-migrant Negroes. The army tests and intel- 
ligence tests administered to school children are fairly consistent in 
their indications that northern Negroes score higher in intelligence 
tests than do southern Negroes. Is this condition attributable to selective 
migration? Is it attributable to a more favorable environment in the 
north? These questions constitute the twofold problem with which 
Dr. Klineberg’s study deals. 

The author first studied the school records in Nashville, Birmingham, 
and Charleston (South Carolina) in order to ascertain whether those 
children who had migrated north were superior or inferior when com- 


hy Klineberg, Otto: NEGRO INTELLIGENCE AND SELECTIVE MIGRATION. New York, Colum- 
bia University Press, 1935, 66 pp. 
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pared with the total Negro school population in those cities. Com- 
parisons were made with respect to average marks on subjects and with 
respect to age-grade standing in school. In order to minimize variations 
‘due to the subjective nature of “marks” given by teachers and to the 
possibility of recent improvement of school facilities for Negroes in 
those cities, the scores tabulated were determined by the rank of the 
individual in his class rather than by absolute values. 

Satisfactory records were found in Birmingham for 303 migrant chil- 
dren, in Nashville for 184, and in Charleston for 75, a total of 562 cases. 

Stating the average score in school marks for non-migrant children 
as 50, the score for Birmingham migrant children was found to be 
448; that for Nashville children was 54.0; that for Charleston was 
55-6; and that for the total group 49.3, or very close to the average for 
the non-migrants. The findings were practically the same with respect 
to age-grade status. Comparisons between records of northern migrants 
and those of migrants to other sections also gave results which were 
essentially negative. “This part of the study, therefore, gives no indica- 
tion of a selective migration which might explain the superiority of 
northern over southern Negroes. There remains the problem of deciding 
whether a change in the environment of the Negro children could 
raise their intelligence-test level sufficiently to account for the observed 
difference.” 

The latter part of the investigation includes nine separate studies 
made under the direction of the author by Master of Arts candidates 
in the Department of Psychology in Columbia University. Various 
intelligence and performance tests were administered to a total of 3,081 
subjects, consisting of ten- and twelve-year-old Negro boys and girls 
in Harlem schools. In analyzing the findings, the children were clas- 
sified according to duration of residence in New York City. There is 
impressive consistency of the separate studies in the indication of direct 
association between intelligence test scores and length of residence in 
New York. The association was negligible insofar as the perform- 
ance tests (such as form board and speed of movement tests) were 
concerned. 

On the basis of the twofold sets of studies, the author concludes: “As 
far as the results go, they show quite definitely that the superiority of 
the northern over the southern Negroes, and the tendency of northern 
Negroes to approximate the scores of the Whites, are due to factors in 
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the environment, and not to selective migration.” This conclusion is 
wisely guarded by a prefacing qualification. A more general statement 
would doubtless fail of general acceptance until the studies are carried 
further. In the reviewer’s opinion, Dr. Klineberg’s outstanding con- 
tribution, thus far, consists in his analysis of the nature of the problem 
and in the development of a technique, but not in conclusive results. 
In the first place, one wonders whether the negative results obtained 
in the investigation of migrants from Birmingham, Nashville, and 
Charleston would be the same if such studies were made in rural areas 
whence a large proportion of Negro migrants come. In regard to the 
New York studies, the published tables reveal some pitifully small 
numbers in the sub-groups after the essential classifications are made. 
Standard deviations are conscientiously presented, but these lend little 
weight even to “suggestive” interpretations when, as in one table (page 
32) relating to country-born children, the numbers studied in five 
categories of city residence duration are 9, 9, 11, 7, and 4, respectively. 
No one is more aware than the author of the limitations of his 
material and he well deserves our gratitude for pioneering work in a 

field beset with many difficulties but proportionately important. 
Cryve V. Kiser 


NUTRITION AND PUBLIC HEALTH 


«<P NsoFaR as public health activity is concerned not only to defend 
populations against disease, but also to create a maximum of 
physical well-being, nutrition is perhaps the most important subject 
with which it has to deal,” say Et. Brunet and W. R. Aykroyd in their 
report entitled, “Nutrition and Public Health.”* These authors have pre- 
pared a concise and lucid summary of present-day knowledge of foods 
and the science of nutrition and have made a survey of public health nutri- 
tion activities now carried on in many countries throughout the world, 
including the United States. Their report of 150 pages in the QUARTERLY 
BULLETIN of the Health Organization of the League of Nations deals 
briefly with many aspects of the whole problem of nutrition and is 
addressed primarily to public health officials. It includes a bibliography 
of 129 titles. 
1 Brunet, Et. and Aykroyd, W. R.: Nutrition and Public Health. Quarterly Bulletin 
of the Health Organization, League of Nations, June, 1935, iv, No. 2. 





102 The Milbank Memorial Fund Quarterly 


There is a discussion of the standards of human requirements for 
various food factors and of the various physical standards which have 
been used to assess the state of nutrition of the individual or to detect 
malnutrition. The lack of precision in these standards is admitted 
frankly but it is pointed out also that within certain limits they have 
great value for establishing a practical program. Examples of public 
education in nutrition and of many public health efforts in which 
nutrition work is coordinated with other activities, as in infant, ma- 
ternity, and child health programs, are cited. Examples of public action 
range from preventive measures for specific dietary deficiency diseases to 
the collective feeding from kitchen-factories found in the U.S.S.R. The 
significant indication brought out is that if a high standard of health 
and efficiency for the general public is to be attained, there must be 
organized, systematic measures taken to insure an adequate diet. 

The effect of national economic policies on the food supply of 
countries and the relation of nutrition to economic, agricultural, and 
industrial problems are given considerable emphasis in the report and 
these broader aspects of the problem are of especial interest. National 
planning and even world planning are suggested as possible for dealing 
with the broad problem of food production and distribution. Such 
planning “could not be formulated without taking into account the 
facts of food production as they at present exist, and its aim would be 
to bring about modifications and improvements in existing dietary 
habits rather than drastic alterations.” In the authors’ opinion, “produc- 
tion, distribution, and consumption have hitherto been considered 
mainly as economic phenomena without sufficient regard to their effect 
on public health”; and “the general problem of nutrition as it presents 
itself today, is that of harmonizing economic and public health de- 
velopment.” 


Dorotny G. WIEHL 


AN INTRODUCTION TO PUBLIC HEALTH’ 


many teachers and administrators in public health, this book by 
Dr. Mustard will be a pleasant surprise. In general scope, it shows 
similarity to other books on the principles of sanitary science and public 


1 Mustard, Harry S., M.D.: AN INTRODUCTION TO PUBLIC HEALTH. New York, Mac- 
millan, 1935, 250 pp. ($2.50). 
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health practice. An inspection of its table of contents will reveal no 
striking departures from orthodox array of topics; the book is arranged 
in twelve chapters, treating the following subjects: 


. Backgrounds 

Vital statistics 

Organization and administration 
Acute communicable diseases 
Tuberculosis 

Venereal diseases 

Sanitation 

. Hygiene of the individual 
Childbearing 

. Infancy and childhood 

. School health service 


12. Non-communicable diseases 


SP SWAY P 


— 
al 


The sequence is not altogether that which has been followed by other 
textbook writers; but Dr. Mustard presumably follows the order which 
he has found useful in his own thinking and teaching. The elements 
which are novel and give distinction to this volume are of two 
other kinds. 

First, Dr. Mustard takes as his initial benchmark the principle that 
public health, considered as one of many social measures, includes 
medical care. The relation between public health and social betterment 
which influences his thinking he summarizes as follows (pages 2-3) : 


1. As health is an essential factor in human welfare its main- 
tenance and protection are necessarily of social importance. 

2. The extent and manner in which society concerns itself as to 
the public health depends upon the social philosophy which 
prevails. 

3. Under a system where individualism obtains, society tends to 
take only those public health measures which are beyond the scope 
of individual action: organization for the prevention and control 
of epidemics, the provision of public water supplies, sewer systems, 
milk sanitation. 

4. Since, for generations, the social philosophy in America was 
largely one of individualism, quite naturally public health work 
has been concerned with problems of the mass rather than of the 
individual. 
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5. Within recent years, society has shown an increasing tendency 
to assume responsibility for the individual as an individual: for his 
education, his employment, his general welfare. 

6. Out of this evolution there has come a tendency to broaden 
and intensify public health work; and in this expansion, govern- 
ment, representing society, appears more and more inclined to re- 
gard provision of adequate public health and medical care as 
society’s responsibility to each individual if he cannot himself pro- 
cure such service.* 


And later (pages 11-12): “A health problem becomes a public health 
responsibility if or when it is of such character or extent as to be 
amenable to solution only through systematized social action, its rela- 
tive importance varying with the hazard to the population exposed. This 
risk may be qualitative, in terms of disability or death; quantitative, in 
terms of proportion of population affected; actual or potential.” 

Here are views deserving careful consideration. Nor are they expressed 
only ex cathedra; although the first chapter of the book devotes some 
fourteen pages to introduction and the formal history of public health, 
the next nine pages cover a review of medical service, its market, the 
supply, the demand, the costs, etc. Throughout all the succeeding text 
a strongly social viewpoint prevails and the relations of the public author- 
ity to the private practitioner are frequently brought to bear upon the 
analysis. 

Second, the relative distribution of text in terms of subject matter 
follows not the well-established traditions for public health textbooks, 
but the actual practices of: public health administration. The description 
of activities which have become well established and routinized is con- 
densed and almost neglected. This is notably true of environmental 
sanitation and related topics. The subjects which have been made promi- 
nent by recent changes in the problems of public health practice are 
given most of the space—tuberculosis, the venereal diseases, hygiene of 
the individual, maternity and infancy care, etc. In this proper sense, 
the book is an introduction to modern public health. 

Finally, Dr. Mustard has not forgotten his critical senses in any pre- 
occupation with trying to write simply. Without adopting a cynical tone, 
he has managed to challenge many current views and to show the 


*If this present tendency in government and society continues, and regardless of 
whether or not one is in accord with it, the organization for and administration of 
public health and medical care will undergo very definite changes. 
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student why both those who practise public health and those who pay 
for it have a right to ask why ¢his is done or upon what evidence that 
rests. He has written frankly and without sophistry. His book warrants 
reading by public health workers and deserves trial by other public 
health teachers. 

I. S. Fark 


PUBLIC HEALTH ADMINISTRATION IN THE 
UNITED STATES* 


usLic health administration is, at best, an art and not a science. A 

sound text on this subject must therefore rest as much upon experi- 
ence as upon principles and must reflect the dynamic qualities of 
changing practices. Public health administration in the United States is 
primarily state and local rather than national, and its form is indigenous 
to the community. No single pattern prevails except in certain broad 
essentials; only an exhaustive survey could pretend to describe all or 
even many of the prevailing schemes and practices. Fortunately, Pro- 
fessor Smillie has not attempted this impossible task; he has tried only 
to set down the broad outlines of current practice and his own opinions 
on good practice or best practice. The strength of his position is that 
his text is definitive; its weakness, of course, is that there is no escape 
from the necessity of being somewhat dogmatic. Science prizes the art 
of being objective. Nevertheless, a book whose author is not afraid to 
use the word “should” comes as a refreshing breeze over the stream 
of more impersonal literature. 

PUBLIC HEALTH ADMINISTRATION IN THE UNITED STATES is not a text on 
hygiene or preventive medicine. It treats, briefly, some of the elements 
of preventive medicine. But it is primarily, and almost uniquely, a book 
on administration, distinguishable from other recent volumes in this 
field by the fact it is the product of one person rather than of a group 
or committee. It is arranged in four parts: the first is introductory; the 
second deals with the administrative control of communicable diseases; 
the third treats the basic activities, the functions of a health organization 
(vital statistics, epidemiology, laboratory, public health nursing, sanita- 
tion and sanitary inspection, etc.); the fourth embraces the anatomy of 


1Smillie, Wilson G., A.B., M.D., Dr.P.H.: PUBLIC HEALTH ADMINISTRATION IN THE 
UNITED staTEs. New York, Macmillan, 1935, 458 pp. ($3.50). 
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organization (municipal, rural, state and federal, official and voluntary), 
appraisal of activities, training of personnel, budgets and budget mak- 
ing, and, especially interesting, the broad social philosophy in the purpose 
and the domain of public health practice. 

It is beyond the compass of this review to set down all the comments 
and criticisms which come to mind when reading Professor Smillie’s 
book. Five points will perhaps serve to give the flavor of the volume: 

1. Public health administrative practice is described in its historical 
perspective. This runs through the text, chiefly from comparisons be- 
tween the views of Lemuel Shattuck (and other American pioneers) 
and of present-day administrators. This reminds one of the practice 
which some of us have used in pointing to the stability of basic prin- 
ciples through a comparison of Shattuck’s report of the middle of the 
last century and Sir George Newman’s AN OUTLINE OF THE PRACTICE OF 
PREVENTIVE MEDICINE (1919). It is perhaps a pity that the author does 
not go back to the even earlier influences of the English liberals—the 
Earl of Shaftesbury, Chadwick and Simon, et al., from whose work 
public health administration so clearly evolved as a consequence of the 
demonstrable relations between poverty and disease. This next step 
backward would round out the story and complete the circuit of argu- 
ment, because the author comes to the end of his text when he arrives 
at the present-day issues over the relations of poverty to the private pur- 
chase of medical services. 

2. Public health practice is presented as something which is dynamic 
and not static. The text soundly emphasizes the diversity of American 
conditions and practices and the variations in community needs. The 
influences which are at work now, principally through the stimulus of 
the American Public Health Association, tend to unify practices through 
the exchange of experience, thus breaking down insularity, without 
establishing too rigid standards. 

3. Sound practice rests not upon the good intentions of the adminis- 
trator but upon the critical evaluation of accomplishments. In this re- 
spect, the author has wisely chosen Dr. Chapin as his first guide. The 
volume could perhaps profit, even at the price of enlargement, by the 
more frequent inclusion of the actual evidence upon which the author’s 
conclusions rest. As it is, the student may not always be aware when a 
judgment is supported by objective evidence. 

4. Sound administrative practice requires not only organization, but 
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also trained personnel and sufficient money. On this score, the author’s 
views generally rest on sound grounds everywhere except perhaps on 
the last. It seems extremely doubtful that the practices he recommends 
could be carried out anywhere with the budgets and personnel which 
are suggested variously as “minimum,” “suitable,” or (apparently) “ade- 
quate.” Only under exceptional conditions can high standards of practice 
be attained with small staffs and low salaries. Liberalism in the outlook 
for skilled personnel is scarcely compatible with conservatism in financial 
support. 

5. The lines which separate public health from public welfare, or 
public health from private practice, need definition. The author’s views 
are apparently clear on the principles; perhaps in a later edition of the 
book he will amplify his views on the practices. 

Professor Smillie is to be congratulated upon having produced a book 


from which many readers will profit. 
I. S. Fark 


BOOKS RECEIVED 
Tue Art or Pustic Heart Nursinc. By Edith S. Bryan, Ph.D., R.N. 


Philadelphia and London, W. B. Saunders Company, 1935. 296 pp. 
Price, $2.00. 


A discussion of personal and professional ideals in the field of public 
health nursing by a former teacher at the University of Chicago. 


Cup Care anv Traininc. (Third Edition, Revised.) By Marion L. 
Falgre and John E. Anderson. Minneapolis, The University of 
Minnesota Press, 1930. 276 pp. (Illustrated) Price, $2.00. 

This book contains information and advice for parents and others who 
are concerned with the development and care of the normal child. Dr. 
Anderson is director of the Child Welfare Institute of the University of 
Minnesota, and Mrs. Falgre is an assistant professor of parental education. 


DerMatotocy AND SyPHILOLocy For Nurses IncLupine Soctat Hycrene. 
(Second Edition.) By John H. Stokes, M.D. Philadelphia and Lon- 
don, W.B.Saunders Company, 1935. 368 pp. (Illustrated) Price, $2.75. 
This book deals with the description and treatment of diseases of the 
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skin and of venereal diseases. There is also a discussion of principles of 
social hygiene and the background of the venereal disease problem. 


Drer anv Puysicat Erriciency. By Howard W. Haggard, M.D., and 
Leon A. Greenberg, Ph.D. New Haven, Yale University Press, 1935. 
180 pp. (Illustrated) Price, $3.00. 

A study of the influence of frequency of meals on physical efficiency and 
industrial productivity. 


Free Mepicat CarE. DEBATERS HELP BOOK, VOL. 11. Compiled and edited 
by E. C. Buehler. New York, Noble and Noble, Publishers, Inc., 
1935. 360 pp. Price, $2.00. 

This book contains a brief of the affirmative and negative arguments on 
the proposition: “Resolved: That the several states should enact legislation 
providing for a system of complete medical service available to all citizens at 
public expense”; a selection of articles on the subject which have previously 
been published, and a bibliography of books, pamphlets, and articles. 


Hearty Benavior. By Thomas D. Wood, M.D., and Marion Olive 
Lerrigo, Ph.D. Bloomington, Illinois, Public School Publishing Com- 
pany, 1930. (Copyrighted 1927) 150 pp. 

A manual of scales primarily for teachers and supervisors of health educa- 
tion, arranged for various age groups, designed for use in setting up objec- 
tives, planning courses of study, and applying methods for measuring results. 
Bound in with this book is a 32-page supplement by the same authors giving 
practical suggestions for administering health education programs. 


PersonaL AND Community Heatru. (Fourth Edition.) By Clair 
Elsmere Turner, M.A., Dr. P.H. St. Louis, The C. V. Mosby Com- 
pany, 1935. 680 pp. (With numerous illustrations, including four color 
plates) Price, $3.00. 

A comprehensive textbook for the various college-level groups. The author 
is professor of biology and public health in the Massachusetts Institute of 

Technology. 


Tue Resumpinc or Mancuester. By Sir E. D. Simon, M.A., and 
J. Inman, B.A. London and New York, Longmans, Green and Co, 
1935. 174 pp. (With illustrations and maps) Price, $2.00. 


The former Lord Mayor of Manchester, England, chairman of the Man- 
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chester City Council’s Housing Committee, and his collaborator, give a 
history of housing development in Manchester during the past hundred 
years, describe the “satellite garden town” Wythenshawe, and propose a 
broad program for slum clearance and better housing during the next 


fifty years. 


SoctALIZED MEDICINE. THE NINTH ANNUAL DEBATE HANDBOOK, 1935-1936. 
Edited by Bower Aly. Columbia, Missouri, Lucas Brothers Publishers, 
1935. Vol. i, 224 pp.; vol. ii, 224 pp. Price, 75 cents per volume. 

This handbook for debaters in high schools, colleges, and universities 
contains an analysis of the proposition: “Resolved: That the several states 
should enact legislation providing for a system of complete medical service 
available to all citizens at public expense”; and articles relating to this 
question either written especially for this book or reprinted from other 
publications. 


TeacHERS’ ProsLeMs IN Heattu Epucation. Book 1. TeacHinc How 
to Get anD Use Human Enercy. By Thomas D. Wood, M.D. and 
Marion O. Lerrigo, Ph.D. Bloomington, Illinois, Public School Pub- 
lishing Company, 1928. 128 pp. 


Designed for use in connection with HEALTH BEHAVIOR, listed above. 





